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The functions can be grouped into six major caxegorie&3--«41) 
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community participation^ (5) evaluation and data sys^em5^ and (6) 
resource development. (Author) " y 
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Dear Colleague: ^ ^ . . 

The Massachusetts Legislature passed 'the Community Mental Health and Retar- 
dation Act (Chapter 735) almost a ^ecqde ago. It may. therefore, seem strange 
nowlo publish a Resource Manual for usib by those developing 3uch programs. 
The truth, however, Is that comprehensive programs*stlll are lacking In many parts 
of the ^tate. Even where they do exist, the clinical elements of basic services, 
organizational patterns for administering them, staffing needs; and costs and In- 
come sources often are ambiguous or confused. 

The Task Force on Community Mental Health Program Components was organ- 
ized In spring 1974 at the request of former Commissioner William Goldman under 
the Initial chairmanship of Dr. Robert Cserr to assemble Information about these 
Issues. The T^sk Force's mandate was to analyze ways In which unresolved clinical 
and adrplnl^ratlve Issfues affect direct and Indirect care for the adult mentally III. 
Similar analyses, obviously, aw very much needed If services *to children, the 
elderly, and retarded are to be Improved. Such analytic efforts, however, were 
beyond this Task Force's scope of responsibility and should cbe assigned ^future 
task forces. 

Administered by United Community Planning Corporation with the partial support 
of a 314(D) grant from the Massachusetts Department of Mental Health, the Task 
Force met regularly from spring 1974 to spring 1975. The thinking and recommen- 
dations of Its members, both sqrvlce providers and actual consumer^, were par- 
ticularly guided by these prlnclpies:'(1) state hospital phase downs require greater 
dnnphasls on communlty-*ased services for persons previously cared for In In- 
stitution^; and (2) budgetary cutbacks at the state and federal levels require that 
. appropriated funds be used as effectively and-efflclently as possible. 

This Resource Manual produced by our Task Force Isf Intended for members of 
Area Boards, Area Directors, and other citizens and professionals concerned with 
program development at the community level. The program descriptions Included 
In the Manual are Intended as examples only; they need not be emulated if deem- 
ed Irrelevant to local circumstances. No single program pattern Is applicable to all 
catchment areas, and local concerns must be considered In the planning and 
operating of community services. 

The Manual's primary orientation Is towards procedures for meeting the needs of 
adults through consultative, ambulatory, emergenjcy. and oth.er non-lnpatient serv- 
ices. Hospital care should be provided only In j^iose limited Instances where It Is 
essential. A correlate o| this orientation is that mental health programs are^part of 
the larger network of human services; the former can be effective only when the 
latter are available and accessible. , 

This orientation to meeting our population's mental health needs contains many 
implications for altered Pepartmerrtof Mecitai Health services, new staff roles, and 
modified administrative structufd^^cimerous suggestions for necessary changes 
are contained In the Manu^^^^tt^hera^^ occur to the reader. Prpgram and 
staffing modificationsccmsistent with the Mahual's orientation already have been 
initiated by the DefWtment of Mental Health, but follow-up is needed to insure 
their continuing implementation. We hope this Manual contributes to this process. ^ 
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The Task Force expresses its appreciation to former Cor«missioner Wiliiam Goid- 
man for his firm support of its activities during the past year. The community men- 
tal health principles and practices described in this Mantmi reflect much of Dr. 
Goldman's vision for how best to meet the needs of adult mentally ill persons. 
Commissioner Lee M^cht, a member of the Task Force, also provided invaluable 
iissistance in the preparation and production of this Manual. Finally, the Task 
Force expresses its appreciation to James Pisciotta of United Community Plan- 
ning Corporation for his outstanding staff work. Mr. PisclbttaJnsured that our work 
proceeded smoothly and efficiently; he contributed to the substance of this 
Manual; and he directed its prodbction. 
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Why has it been so difficult to achieve this goal? Our problems have Been 
budgetary, organizational, attitudinal and educational. The report Which [was 
prepared by United Community Planning Corporation and the Department <^ 
Mental Health over a year ago entitled "Community Mental Health and Th^, Mental . 
Hospital" described many of our dilemmas. " ^ \ " 

This Resource Manual, developed by the United Community Planning Co^r 
poration/ Department of Mental Health Task Force on Ctmmiunity Mental Health 
Program Components, is a second step in the proce^js of ©ur evolution tovVard 
community-based care linked to hospital services. The Manual was largely written 
during the tenure of Commissioner William Goldman who commissioned it and 
who devoted considerable energies to its development. It reflects an attempt to 
build upon the changes which were beginning during the tenure of Commissioner 
Milton Greenblatt and the earlier planning which occurred during the com- 
missionerships of Drs, Jack Ewalt and Harry Solomon. 

Community mental health is not new to Massachusetts and it is my distinct 
pleasure, as the current Commissioner, to accept and totally endorse this ex- 
cellent Resource Manual. This endorsement represents the continuing commit- 
ment of the Department and the Commonwealth to this system of care. Further, it 
represents a recognition that a Manual such as this is essential in providing 
guideHnes and information as we educate ourselves to continue to fulfill the man- 
date of Chapter 735. 

The Manual should be read, studied and discussed by staff, concerned citizens, 
planners and students alike. It should become a cornerstone of our educational. . 
planning and program development and operation efforts. It is a very useful 
attempt to assist in the implementation of our work to develop community-based 
services of the highest possible quality. 

The Manual should be viewed in the context of organizational and budgetary 
changes which must occur over the next months and years including the develop- 
ment of a plan and its implementation statewide for a system of mental health care 
based in the community with the active participation of citizens. 

There is no question that our efforts to maintain progress occur during a very dif- 
ficult period. However. I have no question that we can maintain our momentum, 
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TO: Department of Mental Health Personnel. DATE: May 15, 

Clients and Their Fdmilies, 
and All Concerned Citizens 

* t 

In 1966 the General Court enacted Chapter 735 of the General Laws which restruc- 
tured the Department of Mental Health and laid thd groundwork for a system of 
area-based comprehensive colnmunity mental health care. There has been slow ^ 
but steady progress toward this goal. The Department and the public policy of the 
Commonwealth are committed to the development, area by area, of community 
services linked to upgraded hospital-based services. Our goal is to Qxowlde 
highest quality, accessible, relevant care to all of the people of the Com- 
monwealth. Our services must relate to citizen needs as they define them, be 
provided where our clients wish to enter our system and where we can best serve 
them, whether in the neighborhood, central mental health center facility, hospital, 
oraspart of another community agency. ^ I r 



consolidate our gains, and continue our I6ng process of constructive change. The, 
current context highlights the need to demonstrate fiscal responsibility on all our 

' parts. This is not inconsistent with our basic goals of quality care andL community 
program development. We will need creative administration, imaginative planning 
and implementatidtn, and enduring commitment to our goals,. This Rescryrce 
Manga! Is an Integral part of those efforts and embodies these principles. We qre 

, all indebted to those whose talents and experience led to its development. The 
Department, Commonwealth, and I personally .commend it to you, as you par- 
ticipate with us to make the dreams of the .late fifties and sfxties the concrete 
' realities of the seventies. 

LeeB. Macht, M.D. - 

Commissioner »^ 
^' ' • , 

/ 
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ERRATUM P. 21, Column 2 • ■' 

, • J, 

• ' " ' y 

An emergency service which is part of- a psychiatric facility .could ' - 
offer progifam coverage in greiater depth a„nd at less expense if the l^al 
right (Annotated Laws of Massaphusetts, -Chapter- 123, Section 12) to apply 
for another person's hospitalization (i.e. transport theS>e"rson to a mental 
hospital for examination) ig extended to nurses with. Master's Degrees in 
Psychiatric Nursing, Social Workers with Master ' s Degrees of Social Work, 
and licensed psychologists. At present , . this .is legally restricted to psy- 
chiatrists and policemen. 

Although the. above may seem a radical, suggestion, in many mental health 
centers it is already the current practice to provide masters-level nurses, 
social workers, and psychologists with "Section 12" applications presigned 
by a psychiatrist. It is recognised that persons thus trained are as able 
"s^^jy^e the necessity for hospitalization assessment as psychiatrists. In 
tfii light these; reaflities, legal recognition, and protection should be ex- 
tended to the highly trained mental health personne%ho are expected in the 
course of th,eir jobs to transport persons for psychiatric assessment. This 
legal rieht should adhere to a'speclfic Department of Mental Health job slot 
or functfbn aqd would be extremely useful in rural and suburban areas. 

The need to adequately protet't the civil rights of persons who may be- 
come pati-fents -must receive the highest priority under existing as well as 
proposed procedures. Emergency service personnel, whether operating from a 
hospital or a nonpsychiatric service, must routinely inform "both the prospec 
.tive pa|:ient and any other interested parties, such as the family and friends 
of the/ {)rosp|C tive patient's civil rights. Moreover, all persons with the 
power/io trafsport persons to hospitals for psycliiatric assessment should pa 
a coui^se on the civil rights of patients and' then be held legally accounta 
^for |nsurihg that these* civil rights are" protected. 
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Almost a decadd'has passed since the Massachu-^ 
setts Legislature in 1966 passed the Community' 
Mental Health and Retardation Act (Chapter 735). 
Much has been accomplished during this period. 
Comprehensive mental health services are being 
provld^Glhi many parts of the state and emotionally 
disturbecTpecsons often can obtain rapid and effec- 
tive help. However, even more still remains to be 
done in helping the mentally III obtain necessary 
care. Despite our present public policy of expanding 
services In each catchment area, 80 percent of state 

^ funds for mental health care is still allocated to men- 
tal 'ftospitals. Itie vast majority of this money is 
utilized for the inpatient care of psychotic adults; 
onfly approximately 11 percent is directed towards 

^ cnildren's services. 

/The 1973 Report of the Massachusetts Mental 
H6spital Planning Project asserted that the aims and 
provisfons of Chapter 735 will not be achieved until: 
(1) program and clinical responsibility for the 
residents of a catchment area are shifted from the 
state hospital, as an institution, to ar\ area program 
with Its own director and (2) the resources so long 
controlled by the hospitals also are shifted to the 
area level. 

What obstacles impede these shifts and continued 
progress towards the goal of comprehensive com- 
munity mentaJ health services? Without a doubt, ad- 
ministrative patterns, personnel policies, fiscal con- 
cerns, and ambivalent community attitudes are .j 
lingering impediments. We, nevertheless, must^^ 
move forward in the next crucial phase of providing 
the full array of basic services needed within each 
catchment area. 

Comprehensive programs should be designed upon 
the basis of identified mental health needs and 
locally established priorities so that the resulting 
combination of services is geared to the specific and 
unique requirements of the catchment area. In addi- 
tion to being comprehensive, local programs should 
be physically accessible, insure continuity of care, 
and pursue, nondiscrolminatory admissions and 
treatment policies. It also is vital that the services 
basic to a community mental health progmm func- 
tion as .components of the larger human services 
system meeting clients' other needs. No mental 
health service is fully effective or even relevant un- 
less it Islinked to the total careglving system. 

The Eight Basic Serviges 

As the planning of comprehensive programs pro- 
ceeds within each catchment area, citizen boards 
and program directors should strive to insure the 
availability of eight basic services. For each service 
component, fhey will have to consider organizational 
auspices, clinical elements, staffing patterns, 
necessary facilities, costs, and income sources. 



Knowledge and sophistication about these dimen- 
sions vary considerably. Much is known aboyt 
clinical and professional requirements, relatively lit- 
tle Is Known about associated costs and potential in- 
come sources. This 'Manual, therefore, seeks to 
describe contemporary expert opinion while rec- 
ognizing that significant knowledge gaps still remain 
to be filled. 

The eight basic services provided within the catch- 
ment area should be viewed as comprising a clinical 
continuum. Service 1 — consultation and education 
— is at one extreme while service 8 — hospitaliza- 
tion ^ is at the oth^r. Consultation and education 
usually should be the mental health professionals 
initial Intervention of choice. Hospitalization should 
be utilized only after all Intermediate interventions 
have been exhausted. 

The eight basic services are the following: • 

1 t;onsultatlon and Education. Most of thQ mental 
health professional's time is spent in providing 
direct services to clients, but the indirect service 
of consultation and education also is necessary 
in extending his/her efforts. Consultation- and 
education is the provision of technical assist- 
ance by anCexpert to individual dnd agency 
Caregivers in relation to specific mental health- 
related work proDlems. The C&E is advisory in 
nature, and this consultant has no direct respon- 
sibility for Its .acceptance and implementation. 

Consultatron activities can be categorized as 
client or case ceritered, and program centered. 
The former focuses upon the interpersonal 
relationship between congultees and their 
clients; the latter deals with problems in plan- 
ning, developing, managing, evaluating, and 
coordinating services affecting the community's 
nqental health. Most mental health consultation 
focused inititaliy on client-centered issues, but 
in recent years increased effort has been 
directed towards program consultation. The 
precise balance of consultation and education 
activites should be established in relation to a 
rjiental health center's goals and priprities, the 
staff's expertise, the population's needs, and 
the range of caregivers in the community. ' 

Consultation and education remains a relatively 
underdeveloped service in'most mental health 
centers; in Fiscal Year 1974 only five percent of 
an area's mental health budget was expended 
on this basic program component. Among the 
complex reasons for this situation is the reluc- 
tance of most funding sources to pay for in- 
direct clinical care. Current arrangements 
between mental health clinics and public 
welfare offices for Medicaid reimbursement of 
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case consultation may be the hafblnger of^ ex- 
panded fiscal support. 



€mergtncy 8trvlC0$. American soclort^ has 
'developed sophisticated Systems (or handling 
medical emergencies but the other psycho- 
social crises of dally Iffe generally are met 
in haphazard ways. Comprehensive '^crlsls- 
emergency teamjs" ^ave* been difficult to es- 
tabifsh since most caregiving personnel seek to^ 
• clearly delimft areas of responsibility while peo/ 
pie and their problems rarely conform to 
tabiished guidelines. Various "mod^r emerg 
cy services now exist, and they Include^such 
diverse elements as general hospital cane, men- 
tal health assessment and intervention, hotlines, 
and counterculture settings. 

Personnel aperating an emergency service 
should possess the clinical sWIls, expe'riences, 
and language fluency appropriate to the serv- 
ice's clients. Thisjs most readily insured when * 
staff reflect the characteristics^of the population 
as a whole In terms of sex, soclb-ecoRomic 
background, and educational attainment. 

An emergency service which is part of a psy- 
clhffatrlc facility cou|d funfltTon more effectively if ^ 
Me legal right to^dmit ^tients for 10 days in- 
^-^^luntary. observation were extended to 
. masters degree nurses and social workers, and 

licensed psychologists.. The need to protect the 
civil rights of persons vvho may become patients 
must receive the highest priority under ekisting 
as well as proposed procedures. / 

3. Ambulatory Services. Well-^^tablishea out- 
patient services increasingly ire being termed 
"ambulatory" to emphasize the mobility of both 
/staff providing services and the clients receiving 
theiyi. Rather than being concentrated in central 
facilities, ambulatory services now emanate 
- from local and even neighborhood sites. In fact, 
the^ optimal target population for this service 
may be as low a§ 10,000 people. 

Ambulatory care can be categorized into three 
major types: (1) Informaticm, screening, and 
• referral services; (2) problem evaluation, ex- 
amination, and assessment services; (3) tr0at- 
ment or counseling services. All three types / 
should be delivered within a philosophy of out^"^ 
reach, prevention, and early identificatibn. At' 
the various stages of diagnosis, treatment plan- 
ning, and clinical review^ clients and their 
families should be inforrijed of what is oc- 
curring. Differing skill levels are needed ' to 
provide these services, and several staffing 
trends are apparent. Most notably, highly 
trained professionals are assuming Increased 
consultative responsibilities while para- 
professionals and volunteers are being used as 
therapists. . 



State-spoitsored clinics and montal health 
centers/ traditionally provided the largest 
volurrre of ambulatory servJce. More recenily, • 
th(y growth of thir^-party paymint mechanisms 
ms generated Increased services among 
"private nonprofit as well as proprietary / 
organizations, and clients In many parts of 
state can now choose among diverse resourqe^. 
Existing models of ambulqtory care also dl!|6r In 
accordance with the catchment area'a urban, 
suburban, or rural nature. 

D«y and Evtnlng Trt atmtnt 8trvlc0. It Is clear 
that whqn properly organized phd linked to 
other human services, day Qn^ evening treat- 
ment Is equal to. or superior to, acute psy- 
chiatric hospitalization for a Inroad cross-section 
of disturbed persons needing Intensive care 
(Level l)u Day and evenipg treatment also Is es- 
Qent'ipl In caring for clients requiring longer term 
treatment and rehabirtta^loh (Level II), After be- 
ing signlflcantlx unp^mmed for many years, 
yay and evening JMatmfent has been qjnong the 
fastest growina/servjice elements In expanding 
conjmunlty p^ranris. 

The size of/a day and evening center will vary In 
accordance with the catchment area's popula- 
tion, density and transportation patterns; the 
rninimunr) to maximum number of persons 
servCKJ by a program unit can range from 10 to 
70 enrollees. Treatment programs ?hould In- 
c\ixq/^ resocializatibn and rehabilitation ac- 
tivities, preferably based in a "therapeutic com- 
, munity" format which permits individuals to at- 
tain their own maximum levels. 

The staff ola day and evenlng.treatment center 
must have the interests, abilities, and motivation 
to function in an innovative setting. Experience 
has shown that many personnel witliout formal 
graduate training are, highly skillful in assisting 
patients. Staffing patterns should vary with the 
intensity pf treatment services; Level II 
programs,' therefore, should pot require that all 
staff have extensive for^mal mental health train- 
ing. ^ 

Vocational Rehabilitation. An emotionally dis- 
turbed person's need to maintain employment 
has not received adequate attention from meh- 
tai health and rehabilitation ^programs despite 
our society's ertiphasis upon produqtlvity and 
self-support. Both federal and state legislation 

* now recognize vocational rehabilitation of the 
severely disabled as a priority; and new oppor- 
tunities, thus, exist, for the Massachusetts 
Department of Mental Health and the 

' Massachusetts Rehabilitation Cpriiml^sion to 
work cooperatively. 

Depending 'on the person's needs', vocational 
rehabilitation including evaluation and counsei- 
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Ing may bo a brief or extenclod process. * 
Changes In work placemeni should rdlle^Jt the 
person's capacity, with the rehabilitation 
process resulting In a gradual Increase Hi lunc- 
tloning and rnaxfmlzing of potential. Work per- 
formed by psychiatric patients need not tje only ' 
In the competitive work force; persons unable to * 
perform at this fevel can be provided - 
meaningful and successful experiences in 
sheltered Settings. 

The effectiveness of vocatlcJnal rehabilitation 
can be furthered by appofnting a community 
rehabilitation coordinator in each -catchment 
area. Ther coordinator would be responsible for 
overseeing not only vocational rehabilitation ac- 
tivities but also community residences and 
soclaliza^lqn and recreational programs. The 
organization of an are6*s vocational reha'blllta- 
tlon workers into teams provides another effec- 
tive vehicle for implementing. local programs. 

Social Rohabiiitation. Many mentally III persons 
need assistance In learning to cope and adjust 
within social situations. Rehabilitation services 
emphasizing the development of social skills 
are essential. They may b? offfered as a compo- > 
nent of larger programs, or they may be provid- 
ed as a free-standing service. 

Social rehabilitation services generally Include 
some or all of these elements: remotlvatlon. 
resoclalizatlon. skills of daily livfng. and recrea- 
tion. Appropriate settings for providing these 
services Include social clubs, common Interest 
groups, and psycho-social rehabllltatron 
centers. All of these settings permit the mentally 
III to seek meaningful community supjsort 
throjpgh^peer group assistance. 

The staffing ^f social rehabilitation programs 
should include a broad range of skills^ with less 
.concern for specialization than may ^e the case 
with regard to clinical services. Particularly 
valuable are Individuals with broad back- 
grounds who can provide several types of ser- 
vice once trained. 

Community Residences. Clinicians have 
become FiScreaslngly sophjstlQjated In .piinimlz- 
ing long-term Inpatient care, -'and It is evident 
that several groups of patlems can be main-' 
talned successfully In communfty residences. 
These people range from those who In crisis 
require short-term, Intensive nonmedical super- 
vision aricl support to those who after ^long 
periods of hospitalization are capable or per- 
sonal care tJut lack social skills and competen- 
cies. In response to the differing needs of 0ach 
of the§e groups, several types of community 
residences have evoivect which include group 
residences, halfway houses, cooperative 
apartments, and foster families. Residents 



accept varying degrees of responsibility In each 
setting. , . •* . 

Eacht community residence must Insure a varie- 
ty of services, not Just physical shelter, to assist 
residents In managing their mental health as 
well as basic soclo-recreationai needs. These 
services Include' Intake/screening, goal 
development, daily programs, recreation, and 
professional psychiatric, medical, dental, and 
rehabilitation care. Residents should b6 en- 
couraged to utilize local community resources 
as vOould any other citizen In the community; 
providing all services within the residence Itself 
Is akin to institutional programmlri^ and should* 

be discouraged. 

« 

8. Hotpitai Care and Treatment A key goal of 
community mental health programs Is to reduce 
^ l\ospltaiization and to-shorten its duration when 
V'^ required. Once an area has developed a com- 
' prehenslve resource network. It. should^ be able 
to handle many and perhaps even all persons 
now admitted to hospitals. Since hospital c}are Is 
the most costly of aii'servlces, Its use should be 
limited to circumstances where; medlcaf 
diagnostic and treatment facilities are needed; 
security of the client and/or the community re- 
quires 24-hour care; treatment can be con- 
trolled only in a hospital setting; and no other 
facility is appropriate for around-the-clock 
observation. Area program staff should con- 
sider hospital care as being potentially needed 
by the adult mentally III, both* those currently 
residing in state hospitals and those acutely dis- 
turbed; aggressive and potentially violent male 
. and female patients; legal dffenders; children; 
developmentally disabled persons; adolescents; 
the elderly; alcqholics; and drug dependent per- 
sons. With all of these groups, Inpatient care 
should be the major treatment of /choice only 
underthe previously mentioned circumstances^ 

iQpatient services can^bQ provided In unitized 
. programs of state hospitals, community mental 
health centers, private psychiatric hospitals, 
and In psychlatrlo units, of general hp^pitals. 
Clinicians should design treatment p^ans so that 
the patient and members 'of> his/her social 
network take responsibility when possible for 
defining the problem and changing 
troublesome relationships. Thus, the social ^nd*^ 
physical environment in which a person is 
• treated is, In Itself, a key factoP In treatment 
success. 

Area Program Administration 

Effective administration of a comprehensive area 
program providing the^elght basic services requires 
that the area be responsible 'for planning, develop- 
ing, monitoring, evaluating, and managing Its own 



activrties and resources.' Area offices, therefore, 
must be established with 'the capacity to manage 
their own affairs. Thq functions performed by an 
area office cam be grpjjped Into $lx major 
categories: (1) executive, (2) clinical services ad- 
ministration, (3) business, (4) community participa- 
tion, (5) evaluation and data systems, and (6) 
resource development. 

'Si,tafflng patterns for area offices must be Adequate 
to Implement these six major functions, Sfnce the 
major thrust of area p^-ogrammlng is toward decen- 
tralization and tgiiorlng of structures jo unlq^ue area 
needs. It Is best not to delineate a single ^staffing 
pattern relevant to all existing and future programs. 
Administrative needs necessarily differ from 
program to program. Nevertheless, In all instances 
the staffing of an area ofhce should Include an Area 
Director assigned overall responsibility, and oth'er 
personnel with the clinical competence and 
technical expertise to administer sizable budgets. " 

Area administration should be funded in relation to 
the size! of an area's program budget, approximating 
seven \o eight percent of the total funds in areas . 
with very large budgets and 10 pdrcent or more in 
areas with small budgets. Administrative resources 
from phased-down statb hospitals as well as from 
the Department of Mental Health's Cerrtral Office 
could be reallocated to achieve area-level 
managerial capability. 

Expanded administrative structures at the area level 
should not merely be another -added layer of 
bureaucracy. Instead, as community programs ex- 
pand and appropriate functions and resources of in- 
stltiitions are transferred to them, the r,elat§d func- 
tions and resources of the regional offices and the. 
Central Office should similarly be transferred to 
area-level administrators. 

The goal of administrative flexibility and program 
creativity at the area level requires that ,the 
Legislature forego its practice of exercising line item 
fiscal control over mental health budgets.- Ad- 
ministrators Incapable of managing programs within 
prescribed standards pf responsibility and accoun- 
tability should be relieved of th^ir duties; constrain- 
ing them by'excessive controls is an inappropriate < 
sofution. ^ ' 

^ ' ' ' '^W ^ 

Implementing. Community Mental 
Health Programs : ' 

Each ol the eight services integral to a catchment 
area's c^flnprehensive' program has unique clinical 
Qharaqteristics, staffing requirerti^nts, * cost con-, 
siderationa, etc. However, itfese services also'^re 
closely linked and interdependent and when viewed* 
collectively, certain trends and program directions 
become quite evident. An awareness of tftese trends 
and dir.e^t^Pns helps ' in -coping with ^the forces 



facilitating or. Impeding the achievement ol locally^ 
established program goals. . 

Organizational Ausplcot- The Department of Mental 
Health tias been the major service provider in 
l\/lassachusetts, and It has established many In- 
novative and pioneering programs". However, 
publicly operated programs are subject to many 
governmental constraints; and tJ^e alternative of 
contracts with, voluntary and private agencies is now 
receiving Increased attention. Contracting has many 
well-known advantages such as budgetary control 
and flexibility. Perhaps most significant in times ol 
fiscal austerity is that nonpublic agencies can bill 
third-party sources and retain the receipts Ipr direct 
use In mental health programs. Third-party 
payments obtained by the Department of Mental 
Health revert to the Commonwealth's General Fund. , 
In order to achieve maximum benefit from varied 
funding sources. Area Boards should decide Vvhich 
program components carfebest bp contracted, which • 
should be provided thYoa|h Department of Mental 
Health*staff, and which in combination. 

Program' Components. Gommiinlty mental health 
programs, are shifting away fro.m the predominant 
emphasis now placed upQYi hospital care and are 
utilizing ambulatory service'^ to a»far greater extent.^ 
These alternative intefventions better meet client* 
needs' during crises, they reduce dependency, and 
they are more Economic. , ' ^ 

In planniqg comprehensive area programs, ad- 
ministratOT|\should consider Kow best to distribute 
the more than 70 clinical, administrative, and sup- ' 
port functions integral to these programs. Some 
system functions such as recordkeeping must be , 
performed^bty'all o^the basic services; other System^ 
furrotions such as th^ dispensing andsupervising of 
medication are performed best by some ^ervlces 
^ but not by others. ' . . / ' 

Recent progress in ^xpgndirig commurtlty mental 
health programs will not be sustained unless ever- 
emerging problems are resolved. Those problems 
looming most pronrrtnently are: local opposition &nd 
' resistande • Xq neighborhood regtldences; concern 
about potentially adverse economic effects in, 
focales ^here state hos'pitals are phased down; and 
fear of labor unions .an^ professional groups about 
job security fqr^Hheir members when personnel are 
ce,deployed from st^te^ hospitals to community- 
based programs'. o . 

Clients and Their Families. Mentally ill persons ^re 
highly vulnerabfe to the whims and dictates o^. 
caregivers, and safeguards must be established to 
. insure that even well-intentioned but destructive ac^ 
' tions are not directed against them. The '^civil rights 
officer" approach thus far Aas been qf limited effec- 
tiveness in Department of. Mental Health facilities, 
but. possibly can be made to work with more staff. 
Perhaps the best safeguard agairist abusing the 



mentally III Is to have them and their famlll 
particlpiate in treatment planning and 
making.. They not only have a right to do^o. it'ls 
good treatment practice as welll 

'Staffing. Providing the fuii range of communjiyfifien- 
tal health services within each catchme^ area will 
require shifts lr> staff utilization patterns, For exam- 
ple, in Fiscal Year 1974. 67 percent of an area's 
mental health budget was allocated for the staffing 
of adult inpatient services. Given present fiscal 
stringencies, some of these resources must be 
shifted If clinical alternatives to hospitalization are to 
flourish. Since personnei reallocations inevitably 
create anxiety about job security, staff reassign- 
ments must prBTceed In carefully delineated ways. 

Community mental health programs have offered, 
expanded job opportunljiles for white male 
professionals, but womdn . and minority group 
members have benefited less. The administrative 
principle shpuid be that of having a staff which 
reftects' the composition^ of the populatlorubeing 
served. Also to be comsideredjn this, regard are 
fohmer psychiatfic patients and volunteers, two 
grou[3s |5ossessin*g relevant sl^llls but un- 
derrepresented in present staffing patterns. 
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and Incomo Sources. Few, If any.^^ 
sive mental health programs exist as yet In 
husetts so that only tentative projections can 
e about Iheir costs. Area mental health 
averaged" approximately $2 million in Fiscal 
'4. and costs will grow with program expan- 
inflation. The delivery of services through 
-based facilities, thus, should not be 
generating fiscal savings. Instead, this 
ystem Is Intended to Increase efficiency 
-and effedtlVeness by providing timely care which 
reduces a pati^'s-safcrsequent dependency and 
debiiitatloi; ^ 

Funds neteessary to support comprehensive 
programs . (rnay bq sought from a combination of 
sources Infclyding the federal. state> and local 
governments, and third-party reimbursements. The 
present major third-party sources include Medicare. 
Medicaid, Title XX of the Social Security. Act 
CHAMPUS, \Federai Employee Health Benefit 
Program, and private and commercial Insurers. 
Psychiatric benefits will become available January 
1. 1976 to aJI medical and surgical insurance 
policyholders irt Massachusetts, and thi.s.change wjii 
significantly Increase revenues from private and 
commercial Insurers. 
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Section I. fnto the Community: Problems and Progress 



Reform of the systenn whereby care Is provided the 
mentally III has been going on ever since people and 
their governments decided to help emotionally dis- 
turbed persons. The current wave of reform Inten- 
sified after World War IL Particular concern was 
directed to the quality of care provided In the public 
mental health system, and these concerns led to 
passage of the 1963 Federal Community Mental 
Health Centers Act. The federal legislation provided 
funds to help states develop comprehensive plans 
incorporating the community mental health concept, 
it appropriated $150 million to the National Institute 
of Mental Health for construction and staffing of 
centers during Fiscal Years 1965-1970. and it led to 
defining the functions of a Community mental health 
center. 

The Massachusetts Mental Health Planning Project 
was established in 1963 with the*support of federal 
planning funds to review the service needs of 
Massachusetts citizens and to recommend the 
structures required to establish comprehensive 
state prpgrams! The Project's 1965 recommen- 
dations became the* basis for Chapter 735, the 
Massachusetts Comprehensive Mental Health and 
Mental Retardation Services Act passed in 1966. 
This statu teprod.uced the following actions: 

1. The state vyas divided into 37 catchment areas 
grouped into seven regions; . • 

2. The Area Board mechanism was established for 
citizen participation in local program planning 
and policy-making; and 

'3/ A decentralized, community-based service 
delivery system was. initiated for children and 
adults. The Department of Mental Health was, to 
provide within each area a comprehensive 
range of services, including inpatient and out- 
patient servicj^S7^4-hoLr emergency serv+ces. 
partial hospi^lization. Vnd consultation and 
education. 

Many steps -JilBve been taken since 1966 toward 
achieving the goals of Chapter 735. In 1969. the 
state hospitals were directed to unitize geograph- 
ically so asr to align plans and services with the 
catchment areas they serve. Community mental 
health programs have been fiJnded by both the 
Commonwealth and the National Institute of Mental 
Health and a wide network of community-based 
services are in various stages of operation and plan- 
ning. 



Action has not kept full pace with Intentions. 
however. Despite the stated goal of expanded com- * 
munlty mental health care In Massachusetts, an 
analysis 6f the Department of Mental Health's 
operating budgets between 1962 and 1972 revealed 
that the vast majority of public resources were still 
allocated to the state hospitals for Inpatient care of 
psychotic adults. Table 1-1 shows that the state 
hospitals* Fiscal Year 1974 expenditures of $93 
million still consume^ approximately 80 percent of 
state mental health funds (excluding retardation 
progranns). Furthermore, estimates prepared by the 
Department of Mental Health Indicate that $73 
million of the $89 mllllort available for mental health 
services In Fiscal Yeat* 1974 were allocated for In- 
patient care of adults.' Services provided dhlldren In 
Fiscal Year 1974 throuah all Department of Mental 
Health programs (excluding retardation facilities) 
'comprised only 11 percent of \h€ mental' health 
budget,^ 

In recent years, the term "deinstitutionalization" has 
become a nationwide symbol fdr attempts to fulfill 
the intent of Community MeataJ Health Acts. The 
term ^ricorporates four main go^s of the reform 
movement:' 

1. Mental health services should be located 
in local settings rather than in large institutions 
distant from the geographic areas being served; 

2. Extensive use of inpatient services should be 
reduced andambulatory care e)^^panded; 

3. The populations served should be broadened; 
and 

4. Dependency in patients should be minimized by 
develojjing comprehensive programs which' 
heJp toprevent a "revolving door" approach to 
care. 

In recognition of the need to generate new momen- 
tum for the continued development of community 
mental heahh programs, the Massachusetts Mental 
Hospital Planning Project was established in 1972 
as a joint citizen and professional endeavor ufiraer 
the sponsorship of United Community Planning Cor- 
poration (formerly United Community, Services of 
Metropolitan Boston) and the Massachusetts 
Department of Mentar Health. The project's final 
report. "Community Mental Health andttje Mental 
Hospital/' 2 was released in February ^4. and it 
stated that the aims and provisions of Chapter 735 



J ata assembled by Mark McGrath. Special Executive Assistant to tloe Commissioner. Department of Mental Health, ^ 
ata assembled by Dr. Mary Jane England, Director of Planning and Manpower for Children's Services. Department of Mental Health. 

Copies of this report are available at $2,00 each from United Community Planning Corporation. 14 Somerset Street. Boston. Mas- 
sachusetts 02108. ' . 
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Table 1-1. Department of Mental Health Fiscal Year 1974 Expenditures 
. Mental Health Services^' ' 



state Hospitals 

Northampton 

Grafton 

Gardner 

Worcester 

Metropolitan 

Danvers « 

Medfield 

Westborough 

Boston State 

Foxborough 

Taunton 

Gushing 



Expenditures 

$ 9.225.060 
3.228.435 
5.302.130 

10.286.279 
8.733.724 
8,767.769 
6.904.435 
8.295.654 

12.236.588 
5.795.697 
8.128.824 
6.210.380 



Subtotals 


$ 


93.114.975 


Community Mental Health Center^ 






G^rdner-Atho! 


$ 


, 44.947 


Blackstone Valley 






Solomon 




1.519.405 


Cambridge-Somerville 




638.353 


Waltham Hospital 




112.857 


Massachusetts Mental Health 




3,785.664 


Fuller 




863.480 


LIndemann 




2.230.279 


Brockton Multi-Service 




20,692 


Corrlgan ^ 




1.218.339 


Subtotals 


$ 


10.434.016 



Community Services (5x21 Account) 



Region I 
Region II 
Region III 
Region IV 
Region V 
Region Vl 
Region VII 



$ 



986,446 
1^092,245 
1.672.540 
1.430.131 
1.750,350 
1.881.981 

785.427 



Subtotals $ 9.599.120 



Drug Rehabilitation Services 

' Subtotals $ 3.389.599 

TOTALS $116,537,710 



$ 



Personnel 
Costs 

01-02 
Accounts 

7.433.253 
2.871,330 
4.449.997 
8.610.882 
7.208.823 
7.036.360 
5,602,609 
7.012.477 
10.032.963 
4.770.815 
7.026,862 
5". 120.21^ 



$77,176,587 



$ 39,947 



1.282.302 
539.083. 

3.306.999 
277.310 
1,755.681 

1.045.428 

$ 8.246,750 



$ 932.121 
931.456 
1,381.090 
963.627 
1.672.200 
1.853.298 
761,232 

$ 8,495.024 



$ " 379.894 
$94,298,255 



Support 
Costs 
03-16 

Accounts 

$ 1.791.807 
35^.105 
852.133' 
1.675,397 
1.524.901 
1.731,409 
1.301.826 
1.283.177 
2,203,625 
1.024.882 
1.101,962 
1.090.164 

$15,938,388- 



$ 5.00Q 



237,103 
99.270 
112,857 
478.665 
586.170 
474.598 
20.692 
172,911 



$ 2,187,266 



54.325 
160,789 
291,450 
466.504 
78,150 
28.683 
24,195 



$ 1.104."096 

$ 3.009,705 
$22,239,455 



' Prepared by Walter Sowyrda. Director of Budget. Massachusetts Department of Mental Health. 
' Expenditures for mental retari^atlon facilities and services are not included. 
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will not be achieved fully until: (1) program and 
clinical responsibility for rtesldents of a catchment 
area are shifted from the state hospital, as an in- 
stitution, to an area program under the direction of 
an Area Director and (2) the resources, so long con- 
trolled by the hospitals, ajso are shifted to the area 
level 

The Project's report emphasized that over the next 
several years new program balances must be es- 
tablished. The vast resources now directed toward 
institutional inpatient care for adult psychotics must 
be redeployed toward community services for not 
only this group but for children, the elderly, 
alcoholics, and others as well. 

Obstacles to Continued Progress 

Now that the goals of Chapter 735 have been 
reaffirmed and steps necessary for their im'plemen- 
tation identified, what obstacles remain in the way of 
continued progress? Without a doubt, ad- 
rYiinistrative patterns, fiscal and economic concerns, 
staff resistances, and ambivalent community at- 
titudes are lingering impediments. 

The Department of Mental Health itself, by ad- 
ministering a dual system of community and in- 
stitutional services, has mitigated against a unified 
approach to meeting client needs'. This dual system 
has been perpetuated by the Legislature through its 
delay in authorizing area program accounts and by 
continuing Institutional accounts as the major 
Department of Mental Health fundlrrg vehicle. 
Currently, legislative appropriations are locked 
primarily into Institutional or, at best, regional ac- 
counts. No true area or regional program accounts 
have yet been established by the Legislature. Ap- 
propriations made directly to an institution negate 
both the concept and substance of an areawide 
program In the eyes of citizens and professionals 
and lead people to continue viewing clinical services 
as primarily those provided by:Jarge Institutional 
facilities. 

Although legislative support is still evolving, the 
Department of Mental Health is moving towards! area 
program responsibility by creating de facto regional 
and area budgeting procedures. Area-based 
budgets for Fiscal Year 1976 have been prepared 
throughout , the state under the guidance of the 
Department ot Mental He^lth•s Qentral Office. The 
Executive Office of Administration and Finance is 
considering creating an ''area activity" account 
along with an "institutional activity*' account. 
riowever,Mf the area-centered apfjroadh is to be tru- 
ly viable, it must be acknowledge'd and accepted in 
the legislative budgetary process so that these 
programs finally gain fiscal legitiipacy. 

Current rigidities in the expenditure of appro- 
Dhations also make creation of relevant area 
programs more difficult. The inability to transfer 



funds between subsidiary accounts and the difficulty 
of obtaining services through contract are but two of 
the fiscal inflexibilities that make area progranriming, 
which by its very nature must bend with changing 
community needs and priorities, frustrating and 
cumbersome. 

Present state Oivil Service and personnel policies 
represent a further obstacle to area programming. 
Job titles, qualifications, and job descriptions for 
present Department of Mental Health positions were 
initially created and Assigned to staff the large in- 
stitutions. However, many of these job titles and 
descriptions do not fit the personnerVieeded to 
operate contemporary community-based programs; 
the qualifications are unnecessarily rigid and Inap- 
propriate. The problem of anachronistic personnel 
practices and polfcies is accentuated and made 
even more profound by necessary"" Commitments to 
current state employees. There are thousands of 
people working in tetate facilities whos^e positions 
and functions are n^t relevant to or needed by the 
community programs replacing state hospital serv- 
ices. Current state erriployees must be retrained and 
reassigned before fieal deinstitutionalization and 
staffing of communitylprograms will be possible. 

The large scale phasing down of the state hospitals 
as major mental health care facilities also is feared* 
by some to have a\ deleterious impact on the 
economy. The towns in which hospitals a^ located 
as well as surrounding towns often are^ewed as 
dependent on the insti1(utions for economic viabil|ty 
since they buy heating ipil, food, supplies, and oth6r 
goods which contribute to the local economy, s 
Capital outlays by the sbte for construction and/or 
renovation of stgte hospital facilities also provide 
jobs and money for the state's construction industry. 

Another category of obstacles to deinstitutionaliza- 
tion and community-based care is the possibility of 
community ''backlash." Some citizens are afraid to 
have former patier^ts in thbir cities and towns. Fr^ 
quently'used terms such as 'Inmates loose in the 
community" reflect this anyietyVyWhen Qonsidered 
objectively, "citizens may viqw institutionalization as 
less therapeutic or perhaps ^ven inhumane in com^ 
parison to short-term treatrVient outjide the state 
hospital setting. However, nlan>^,^^fens also view 
state hospitals as safe ,sirjd^'*§ecure isojated en- 
vironments that shield theiri frbm patients as well as 
secure pfacQs which "protect" the patients. Only 
through moch more careful bommunity planning 
and educatfdn can fears be allpiated and the'' real 
dangers minimized. ^ 

One last obstacle worth noting is the arhbiguity of 
the law regarding powers invested in the Area 
Boards. Although these citizen groups are 
designated bV law as "advisory" iiodies, the law has 
given the Boards implied powers around the budget 
process? Furthermore, the Area Boards have been 
promised morei and more lnformal\de facto authori- 
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Jy In fiscal, personnel, and program development^ 
through statements of Department of Mental Healtfi 
officials even though the law Itself does not make 
such provisions. Some clarification 6f thts ambiguity 
is urgent to avol'd a future Impasse between Area 
Boards. Area Directors, and the Commissioner. k 

Immediate Prospects 

Despite these remaining obstacles, many promising 
steps are being taken by the Department of Mental 
Health towards deinstitutionalization and area^ 
based meatal health services. These include the 
funding of Area Director positions and selection of 
persons to fill them, the beginning reallocation of 
positions from state hospitals to community pro-, 
grams, a project to update the personnel classifi- 
cation system; pending legislation to create regional' 
instead of facility budget accounts, and efforts on 
the part of former Commissioner Goldman and his 
staff to clarify functional responsibility on the 
regional and area levels. 

It is clear that -the crucial next phase of the move- 
ment toward community care Is completion by the 
D.epartment of Mental Health of its mandate to 
provide In each catchment area the full range of es- 
sential services. This Manual Is a guide for Area 
.Boards and professional staffs in the 39 areas in 
developing long-term plans for comprehensive pro- 
granrs. It should be emphasized that this Manual's 
primary focus is upon services for the adult mentally 



• III. Although much of the^^program apfDroach 
described jn the following sections can In many 
arso be generalized to such populations as 
children, the elderly, and retarded, resource 
manuals focusing upon the specific program needs 
■ of these latter groups also should be produced by 
the Department of Mental Health. ' 

,^ If community mental health programs afie' to be 
effective.Jhey must be designed to meet the area's 
unique needs. In order to accomplish this, respon- 
sibliity anci resources must be under the direction of 
the Area Direptor In conjunction with the Area 
Board. Program planning for the optimal use of 
resources should include the following processes: 

• Identification of needs; * > 

• Survey of resources available to the area; 
. • Setting of^area priorities;, 

• Reallocation of current resources, and seeking 
new resources such as money, space, personnel 
and authority; and ^ " 

• Ongoing monitoring and evaluation to aHow for 
flexible change. 

If these processes 'are included in each area's 
program design, the result likely will be a combina- 
tion of services geared to the specific mental health 
needs of the local population. The following sections 
of this Manual^detail the manner in which each of 
the basic services may be planned and delivered on 
an area basis. 
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Section II. Commuhlty Mental Health Program Components 



The 1966 Massachusetts Comprehensive Ment^ 
Health and Retardation Services Act (Chaipter 735) 
introduced community mental health concepts Into 
what previously had been a nonsystem of scarce 
and circumscribed services. The legislation re- 
quired that publicly supported mental health serv- 
ices be strengthened and reorganized to achieve the 
following cllent-orlented objectives: ^ 

1. Comprehensiveness— A wide range "o^services 
is needed so as to be responsive to varying 
client needs> 

2. Accessibility— Services should be located within 
relatively easy traveling distance for every client 
wtio needs them; 

3. Continuity ^of Care— An ongoing ciient-care- 
glver relationship should ^eHitate client move- 
ment from one service element to another as 
client needs change; and 

4. Equity of Access— There should be a non- 
discriminatory ad missions and treatment policy; 
no client should be excluded from receiving 
services on the grounds of age' sex, race, 
religion, type of diagnosis, severity of illness, or 
economic status. 

Section I of this Manual briefly reviewed progress 
and obstacles to achieving these goals. Section II 
focuses upon the following eight services to be 
•provided in each catchment area: consultation and 
education, ^emergency services, ambulatory ser- 
vices, day and evening treatment, vocational reha- 
bilitation, social rehabilitation, community 
residences, and hospital care and treatment. 
Procedures for determining an area's degree of 
need for each of these services are described 
elsewhere.^ 

This Manual analyzes the eight services of a com- 
prehensive program within the following framework: 
organizational auspices, prograni components, 
staffing patterns^ facilities, costs, and income 
sourcas; Knowledge and sophistication about these ^ 
dimensions vary considerably. Administrators and 
clinicians have considerable expertise regarding the 
professional services they wish offered; on the other 
hand, relatively little is known about associated 
costs and potential income sources. This Manual 
should be viewed, therefore, as reflecting expert 
opinion as it exists in the mid-1970s, with even the 
"experts^' recognizing that significant knowledge 
gaps remain to be filled. 



Before detailing each of the eight services ba§lc to a 
community mental health program, it mgst be 
emphasized that each service can be Impleriiented 
only as a component within a complex interacting 
human services system. No service component is 
fully effective or even relevant unless it is linked to 
the total program. The movement^ of information;-, 
clients, and resources among service components 
\s vital In creating the flexibility needed to match 
problems with Interventions. " » 

Continuity of Client Care 

Accepting the premise that a client's needs can only 
be met by a comprehensive human services system, 
increased attention must be paid to adrninlstrative 
arrangements for ensuring continuity of client care. 
Continuity of care may be defined as operational^ to 
,Jhe extent that: , 

1. There are no obstacles to a client remaining in 
or moving among direct treatment services in 
conformity with therapeutic needs and 

2. Administrative mechanisms relate past and pre- 
sent care by providing: 

• St^bleclient-caregivenrel^tionships; 

• Necessary communication, written and ver- 
bal, among caregivers and clients about the 
treatment program; and 

• Contact with clients, who appear to be 
prematurely dropping out of treatment. 

Continuity of pare necessitates ready transferability 
of staff, records, and clients as indicated \by the 
latter'^ clinicali needs. It also requires a monitoring 
system and a plan for safegtiarding the privacy 
rights of clients. . ' . 

In a comprehensive mental health program, it is 
likely that clients will seek care through anj/ of^, 
several points of entre. e.g. emergency units, oDt- 
patient clinics, etc. All such intake points are 
legitimate ones and once a client is.acpepted, 
•he/she should be able to move freely among the 
available services with minimum' effort. There 
should be the corresponding opportunity to lea^e 
the comprehensive program through a. number of 
service "exits," but only after a method for follow-up 
(or aftercare) has been determined and agreed to 
by the client. ^ 

The movement of clients into, thhrough, and out of 
the human services system can be portr^ayed 



' W. Hargreaves, et al Resource materials for corfimunity mental health program^ evaluation. Part II, Needs assessment and planning. San 
Francisco: NationaHnstitute of Mental Health. 1974. 

^. , . 

'National Institute of Mental Health A Method for Measuring Continuity of Care in a Community Mental Health Center. Cfepartment of 
Health. Education, and WelfarePublicatlonNo. (HSM) 73-9067. 1972. P. 8. " ' 
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through a multitude of schemes. For purposes of il- 
lustration.^gures 2-1. 2-2, and 2-3 depict the 
mariner Irrwhich continuity of direct patient services 
is arranged In differing types of mental health 
centers.^ Figure 2-1 Is based upon a center In which 
all services are provided at a single location; Figure 
2-2 illustrates client flow among services which are 
dispersed organizationally, I.e. through affiliation 
agreements; and Figure 2-3 delineates client flow In 
a comprjBhensive program that Is geographically 
decentralized. 

Although continuity ofjiare can be depicted schem- 
tatiicaiiy with relative ease and necefesary Interservice 
agreements negotiated, in practice it is all too easy 
for clients to be ignored or **fall through the cracks." 
In response to thi|? problem, it is suggested that 
each client entering tlie mental health system be 
assigned to a staff member who assumes a series of 
* roles including therapist and case manager in ac- 
cordance with the client's need's. This staff persoh 
would be responsible for insuring that clients are ac- 
tively in^volved in appropriate services. „ 

Another way of dealing with service breakdowns is 
to develop the role of ombudsman within the 
Department of Mental Health. The ombudsman 
would be assigned cgnslderabie authority to see 
that service inadequacres-are corrected , and that 
service breakdowns, when they do occur, are 
alleviated. This advocacy role also could be assign- 
ed to the Executive Office of Human Services which 
would deploy such persons In key locations ' 
thcoughout the state so that they may be highly visi- 
ble to the general public. In the latter arrangement, 
the ombudsman would serve an advocacy function 
for clients served by all agencies within the Office«of 
Human Services. 

Service Delivery in NeighborhoQfi 
Settings 

The previously described organizational models for 
insuring continuity of care are based upon existing 
commun.ity mental health centers. A growing 
number of practitioners are concerned,, however, 
that these models are inadequate since community 
mental health centers often do not focus on natural 
population groupings or on the geographic neigh-^ 
bqrhoods vyhere people live. The poor and minority 
groups frequently view large community mental 
health centers as distant, alien, and irrelevant to 
their need for psychological support and rnaterial 
assistance. This perception is probably less true 



Figure ^-1. The Center 

An "Under One litoof ' Approach 
Jfo Direct Patient Services ^ 
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Figure 2-2 



Center 



An "Under Several Roofs" Approach 
To Direfct Patient Services ^ 




where the poor participate In the mental health 
center; it is probably least true when the mental 
health center operates decentralized facilities which 
are part of the psycho-social matrfces of the 
neighborhoods where peopJe live. \ 

In the experience of some practitioners^ low-income 
consumers frequently feel that healtin services or 
other neighborhood-based human services are 
most relevant and accessible. Cbhsumers, thus, 
enter more readily into a helping relationship 
through -.a neighborhood facility offering health. 



'■National Institute of Mental Health. A Statistical Information System for Community Mental Health Centers. U.S. Public Health Service 
•Publication No. 1863- 1969. pp. 4-5. . . . 

* National Institute of Mental Healtti. A Statistical Information System for Community Mental Health Centers. U.S. Public l^ealth Service 
Publication No. 1863. 1969. P. 4. ' 



^ Ibid, p, 4. 
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Figure 2-3. The Center 




vocationai. educational or legal services. If these 
services are coordiriated aqd integrated at the 
neighborhood level, clients cah obtain more than 
one service when necessary and move freely 
between appropriate human services agencies. 

In designing new organizational models for insuring 
comprehensive care, program directors should con- 



sider that neighborhood services offer the following 
advantages: 



• Many low-income persons experience mi, 
difficulties in various areas of their life space/ 
neighborhood, thus, becomes a useful soGial unit 
within which to ameliorate theseproblems. 

• The neighborhood is a manageable, geographic 



' National Institute of Mental Health. A Statistical Information System for Community Mental Health Centers. U.S. Publlc^Health Service 
Publication No. 1863. 1969; P. 5. , 
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division whaseiBCdIogic and interpersonal forces 
affecting health and rjiental health can be un- 
derstood. tW allows foi^'^reventive programming 
and for experfTQentlng witfrjiew treatment 1de.as. 
A neighborhoodyifcenter withXfeal citizen partldtpa- 
tion-is. perceived as part of thfe^community, owned, 
by the residents, and "working^t^r them." 
Clients oftenr view mental he^Jh services in- 
tegrlte4sWith other health san^tejSs as- more rele- 
vant. The'^Qi;vices can be dowered by general 
health* staff^j^fe^ftental healt^h xKjnsultation. and 
backyp. 

For\tlj^ mental health pra^jtioner, neig>»jborhood 
iatry' per/nits the blendi^of clinical sllils and 
coNniunil^ mental healthVFK^Mfci^ Tl^e res 
ama^m, howfever, is more thari>re.^m of ^s 
parts. ^One's experience is furvdamentally U+l 
when he/she_^ attempts to become .part of 
neighborhood^and to see and feel thirirgs as do the 
neighborhood's residents. Practice becomes more 
immediate, more fnformal; in fact, many prac- 
titioners develop a keener sense of life's realities 
.and the^clieht's psychodynamics when practicing in 
«a peor neighborhood and allowing themselves to 
become part of it. They generate a new appreciation 
for the strengths, talents, creativity, adaptive capac- 
ities, and survival Abilities of people with meager 
material resources. Neighborhood practitioners ajso 
develop a real sens^e for how the cnental .health 
program relales to other human se^^ices systems, 
and how XhB available services fit, or farl to fit, tne 
neighborhoods' social, cultural,. political, ai^id psy- 
chologicalclraracteristics. 

If "Service delivery in neighborhood-based settings 
expands, for\^see a fbur-level human services 
structure carefullyTihked and 'coordinated to insure 
client continuity of care./At LeVel I would be the 
primary mental health services provided outside the 
central facility home base, i.e. in neighborhood 



health afid Comnuinity centers, welfare offices, )ob 
.programs, and the like. 

Examples of such^ neighborhood programs are 
located in Boston's North End Community Health 
Center, ^Charlestown's -Bunker Hill Health Center, 
Cambridge-Somerville, and Taunton-Middleboro; 
the latter two are described in the following subsec- 
tion on ambulatory care. Direct clinical services, in- 
"cluding consultation and education for other pri- 
mary oaregivers, also "are provided at Level I. Par-, 
ticularly appropriate at this level are such aftercare 
programs as halfway houses, cooperative 
apartnients, day programs, ejjfrpatlent clubs, com- 
munes, and medication .groups, > 

Level IHn such a structure of comprehensive care 
would be the central m^tal health facility which is 
often located within a community genefal. hospital,^ 
Here are provided acute, short-termvlmpatient ser- 
vices as well as ambulatory and emergency care for 
those who choQse to come to a central facility. 
Levels I and II must be closed llnkedrin a 
area, this is , best accomplisn^dt^by;^^^^ 
catchment area along neighbet^^ji^^^'With the 
central program organized Into tSsnrf^ linked to - 
specific neighborhood-based personnel. ^i:- 

Level III In this structural moclel would be an extend- 
ed treatment facility for patients requiring 90 days to 
one '^ear of inpatient treatment. This facility, too, is 
ideally^based in the community. Level IxTwould be a 
prolonged-treatment program' which Includes hos- 
pital care for those chronic patients requiring it or 
alternatively, community-based, prolong ed-4 
treatment facilities such as nursing homes, foster 
homes, and grou|D-living arrangements. App^opriate 
linkages between Levels IJ I and. IV^ and between 
them and Levels I and II should be established 'anc( 
maintained. Quality-control safeguards must be 
builtjn, and appropriate regulatipns for facilities and 
staffing must be enforced. ' 
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Service 1: Consultation and Education 



The 1966/Massachusetts Comprehensive Mental 
Healthyaaa Retardatiop Services, Act (Chapter 735) 
inprude(4.^mental health consultation and education 
ItSNcatalog of essential services to be provided In 
each catchment area. Modeled upon the federal re- 
quirement for community mental health programs, 
the "Iviassatchusetts Legislature mandated the 
DQpJirtni|^ent of Mental Health and Its affiliated 
programs^iilo insure that. thi§ indirect service was 
provided throughout the state along with the several 
other direct clinical ones. Almost a decade after 
Chapter 735's enactment, Consultation and educa- 
tion services stili are ambiguous in nature, varied in 
quality and focus, and low In overall program priori- 
ty. 

Budgetary data assembled- by the Central Office of 
the Massachusetts Department of Mental Health in- 
dicates that in Fiscal Year 1974 an average of only 
4.7 percent of an area's mental' health budget was 
expended for consultation and education services to 
adults and children. This effort level is similar to that 
found nationally In federally funded cpmmunity 
nriental health centers. ^ 

Nevertheless, the Massachusetts' findings are ironic 
in that much of consujtaljon's cohceptual and 
technical foundation was developed and refined in 
such Massachusetts settings as the Harvard School 
of Public Health and Medical School, the Massa- 
chusetts General ' Hospital, the Wellesley Human 
Relations Center, and the South Shore Mental 
Health Center. The followir^ig analyses and 
recommendations about the need to expand con- 
sultation and education, thus, are built upon both 
knowledge* and skills long fpimlliar to local mental 
health practitioners as welh as some of the newer 
trends and activities experienced in recent years. 

sWore turning to the several analytic dimensions 
significant to our Task Force's work, it would be 
helpful to define the scope and purposes of con- 
sultation and education services. The Natiocial 
Institute of Mental Health defines these services in 
the following way:^ 

Mental Health Consultation: 
Mental health consultation, is the provision of 
technical assistance by an expert to Individual 
and agency caregivers related to the mental 
health dimensions of their work. Such assistance 
Is directed to specific work-related problems, is 
advisory in nature, and the consultant has no 
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* National Institute of Mental'Hearth. The scope of community mental 
and Welfare Publication No. (NIH) 74-650. 1971. 
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direct responsibility for Its acceptance and tnfi- 
plementatlon. 

Mental Health \Educatlon: 

Mental hea|>h education Is the dissemination of 
knowledge related to Issues and behaviors which 
contribute to individual and cpmmunity mental 
health and mental health breakdown; and 
knowledge of resources and skifts :for the 
achievement of mental health and the manage- 
ment of mental Illness. Mental health education 
Includes both theory^^and practices, .general 
knowledge and training in specific joki or task- 
related sklNs. 

Organizational Auspfces ' 

A clear trend exists in Massachusetts toward 
decreased public operatipn of the si)< basic mental 
health services and towards increased **purchase- ' 
of-service*' ^greeriients betweerr the state Departs 
ment of Mental Health and local nonprofit and profit 
organizations. Another long-evident trend is reduced 
domination of the mental health service delivery 
system* by psychiatric agencies and increased shar- 
ing of these functions among a" broader array of 
human services-. VVhat are the implications of these 
trends for the expansion of mental health consulta- 
tion and education services? 

The National Institute of Mental Health analysis^ of 
consultation and education suggested that mental 
health consultation emanating from a community 
mental health center differs from that offered out of 
many other settings, such as private consulting 
firms, a mental health professional's office, or oth^r 
human services agencies, in that the purpose and 
outcome of the consultation and education have im- 
portance for the center's programs as well as for the 
consultee's programs. This is so because communi- 
ty mental health centers aim not only to achieve 
change in the functioning of individual consultees 
and through them, their clients, but also to assist 
agencies and Institutions to expand and upgrade 
their roles ^vi the community's mental health 
maintenance system. * 

The responsibility of the mental health system for 
consultation and education is particularly apparent 
with regard to ambulatory and hospital services 
provided persons in acute emotional distress. Al- 
though other human services organizations such as 



health consultation and education. Department of Health. Education. 
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the schools and family ' service agencies may 
. *• demonstrate Increased commitments to primary 
prevention and the rehabilitation agencies to tertiary 
prevention, mental health organizations remain u-- 
nique |n their continued commitment to the secon- 
dary prevention area. Thus, while a broad array of 
human services agencies may be expected to ex- 
pand their consultation and education services just 
as they' are assuming expanded clinical respon- 
sibilities, mental health organizations must 
nevertheless remain committed \q consultation and 
education around issuesiof acute clinical care. 

The questjop of whether mental health consultation 
and education should be operated ^nder pubHc 
- auspices or contracted to profit or nonprofit 
organiz&tioris Is answered less easily. Public aus- 
pices go further toward insuring a systemwide 
perspective and accountability for consultation and 
education services while also strengthening their 
fiscal viability. On the other hand, public menit^l 
health agencies'* overloaded with demands for 
clinical services may assign a low priority to con- 
sultation and education and nevSr generate 
necessary resources for them. A contract between a 
local Area Board and a nohpublic agency for con- 
sultation and education services insures that these 
services will be provided at the specified level. 

Finally, organizational auspices for consultation and 
. • edxieatipn services must be considered^ relation to 
the populatibn density of the community. In highly 
populated urban settings where the boundaries of 
mental health catchment are^s are somewhat ar- 
tificial, consultation and education to certain groups 
could be provided under regional auspices so as to 
better conform with the sociology of the community 
and the geographic responsibilities of other human 
services agencies. Sparsely populated locales re- 
quire decentralized consultation and education 
services and each such catchment area should de- 
vise it^ own uniquely appropriate organizational 
arrangement. 

fProgram Components * 

^Consultation is conducted with the consultee 
'regarding the referral or managd'ment of an In- 
i dividual, family br client group, or regarding the 
feelings of the consultee about his/her client. Con- 
, sultation also is concerned with administrative and 
staff organization and relationships. Problems in 
relationships occur In the organization of an agency, 
between agencies and the community, between 
agencies and agencies, and through conflicts be- 
tween staff members and between administratibn 
and staff. Qohsultation assists Individuals or agen- 
cies tovassess the nature and genesis Nal mental 
health /problems and the need for new or mbdified 
progr^rr^s. Consultants may also advise on the plan- 
ning ^nd development of research, training, or serv- 
ice programs, and on tne evaluation of a program. 




Consultants utilize consultation^for the transmission 
of l<nowledge with regard to general human 
relations, human growth and development, social 
organization, and special mental health problems. 
Consultants transmit skills In treatment, training, 
research, administration, evaluation, and in prepar- 
ing of written and audio-visual materials. Although 
consultation may focus primarily on one of thelse 
tasl<s, there may be several shifts In focus even In 
one consultation session or In regard to one 
problem. 

Many people have found it useful to divide the varie- 
ty of consultation and education activities Into two 
broad categories— client centered or case consulta- 
tion, and program consultation. During the past 
decade, there has been increased effort devoted by 
mental l^iealth consultants to the latter category. 

Case Consultation 

Case consultation Is concerned with the dgyj-to-day 
functioning of an agency or service and Its^lents 
and deals with the Interpersonal relations of agency 
staff and the relationships between the consultees 
and their clients. The latter may focus on the feel- 
ings 'and reactions of the consultees, on the needs 
and management of the clients, or on the interaction 
between client and consultee- 

Case consultation not only assists the consultee ta 
manage day-to-day problems but also provides a 
vehicle for liaison between the direct service staff of 
community mental health centers and, other com- 
munity agencies .and for the dissemination of 
knowledge and skill In regard to mental health 
matters 40 the staff of collaborating agencies. Case 
consultations sometimes^ stimulate new mental 
health interests and capacities on the part of other 
service personnel and overlap into program con- 
sultation. For Instance, public healtft nurses, after 
consulting on a numbe|r of cases, may decide to add 
to their services afterfcare for mental patients or a 
parent education program at the well-baby clinic. 

Program Consultation 

Program consultation deals with problems con- 
cerned with the planning, development, manage- 
ment, evaluation, and coordination of services 
directly or Indirectly affecting the mental health of 
the community. Participants In such consultations 
are generally administrators and planning staff. 
There is much value in also utilizing former psy- 
chiatric patients in these-endeavors since they have 
highly relevant knowledge and experiences. Former 
patients can nr^ke a particularly valuable contribu- 
tion as progrWn consultants to those services 
dependent uporTtiigh public ac(^eptance, e.g. com- 
munity residences. • / t} 

Program Balance 

The precise nature of a mental health center's con- 
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sultatlon and education program should develop In 
relation to the organization's goals and priorities, the 
staff's efxpertlse. the population's needs, and the 
range of human services caregivers In the com- 
munity. Program consultation generates highly sub- 
tle and complex Interorganlzatlonal relationships, 
and particular thought must be given to ways of 
^developing and maintaining this activity. 

Many mental health centers have found that their 
case consultation services, Including bacl<up client 
card, must be adequately established before other 
organizations will seel< and accept program con- 
sultation. While the resulting consultation and edu- 
cation program will be unique and vary from area to 
area. It nevertheless should be founded upon a wem 
articulated philosophy and set of concepts which 
recognize that the mental health center Is part of a 
larger human services system. A population's men- 
tal health needs cannot be met by the qdnter alone, 
jshd the participation of many other human services 
Agencies is essential. Thus, mental health consulta- 
tion and education should include systems Interven- 
tion as a key strategy. 

An example of how program balance Is achieved In 
consultation and education activities is evident at 
Boston Unlversl^ty's Community Mental Health and 
Retardation Center. Its consultation and education 
program identified 178 local, state, and federal 
agencies which directly or Indirectly s^ffect thd men- 
tal health care of Its catchment area population. 

During 1972-1973. the Boston University consulta- 
tion and education program determined that its per- 
sonnel should be deployed so as to provide epl- 
"^sodic program consultation to 74 of these agencies 
and continuing program consultation to 43 of them. 
Client-centered consultation was provided to 61 
agencies and direct service contacts on behalf of 
clients werq, madeWith 56 agencies. Although the 
Boston University ccmsuUation and education staff 
related to most of Its network through either case 
centered or program consultation, both patterns 
were pursued with such particularly relevant human 
services agencies as the local Visiting Nurses 
Association and the Roxbury MultJ-Servlce Center. 

Finally, consultation and education increasingly are 
being recognized for their value in furthering con- 
tlnufty of care when more than one human services 
organization is involved in, a client's treatment. This 
approach has already proven useful in ambulatory 
settings, it is being developed in day hospitals and 
aftercare activities, but It is yet to be fully explored 
with regaVd to emergency services. 

i 

Staffing Patterns 

The preceding analysis of the extensive tasks 
deemed part of consultation and education services 
makes it clear that far too few resources have been 
assigned by local mental health centers to these 
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purposes. In repjifying thIs-Sltuatlon, how many and. 
what types of staff should provide consultation and 
education, and>how should they, toe 6rganlzed within ^ 
the mental health center? •, * 

The answers to these questions will remain rooted tn « 
the center's conceptl(*^f consultatlori and educa- 
tion. Larger staff numbers are assigned to consulta- 
tion and education by\enters which have made 
consultation the major vetilcle for contact with the* 
community. At the other end of the scale, centers 
which have assigned relatively few staff* to this 
•endeavor view consaltation only as an indirect serv- 
ice to the community to^^0royided as need arises.' 

The organization of consultation and education ser- 
vices within a mental health, center also varies.- In 
some centers, consultation is conducted 6y ^ 
separate staff: in other centers, it Is combined with 

' direct services such as the ambulatory prpgratn. 

* THe'aflvantages 6f the latter arrangement are that 
where programs are decentralized, travel is redUted 
and consultation provides a vehicle for case referral, 
for Intimate understanding of local agencies an'd 
their programs, and for the development of close 
relationships between cerrtQr and agency staff. It Is 
also possible tp better understanctwhen clients are 
referred and^^hetjier the problem lies with the 
patient or the agency. 

However, program and administrative consuflatlon 
undertaken between administrative personnel may 
demand skills not always possessed by clinical 
staffs. It, thus, makes sense In some situations to 
differentiate organizationally between program and 
case consultation. Fufthermore, wjienjworking with 
the court system even vyhen the foqus is on the case 
consultation, many assert that clinical staff cannot 
readily consult with legal officials* The gap between v 
mental health and legal values and concepts is*- 
deemed so broad that specially trained mental 
health consultants are needed for this task. 

The range of staffing options and organizational 
patterns appropriate to major consultation and 
education iactlvltles can best be Illustrated through 
brief descriptions of son^e Massaohusetts mental 
health programs which have committed significant 
organizational resources to this essential service. 

1. Bbston University Community Mental Health 
and Retardation Center. As the recipient of a 
National Institute of Mental Health staffing grant 
for consultation arrd^ education servfce, the 
Boston University Center expends far more 
resources for this program cbmponent than 
does any other center in the Commonwealth. 
The Boston University consultation and educa- 
tion program directs its efforts toward com- 
munity organization and advocacy and although 
limited direct services are provided local resi- 
dents, the consultation and* education teams 
primarily focus upon continuing client and 
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program consultation. * This « orientation Is 
reflected. In the consultation .and education 
program's structure and staffing pattern, func- 
tioning as a'seml-autonomous component of 
the Boston University Center/ the consultation 
and education program has Its own director and 
staff. During 1973. the 30 consultation and 
education personnel Included three psy- 
chiatrists and foui^ social workers, but a third. of 
/ the consultation and education staff consisted 
/ of community workers capable of linking the 
. . Boston University Center with the Ipjoal human 
services network. 

2. Souih Shore Mental Health Cehter. Many of the 
consultation concepts and techniques now 
commonly utilized throughout the1:ountry were 
pioneered and Vefined at this CenteF, For many 
years. t|ie corlsultation anpl education staffing 
pattern co*nsisted of several psychologists whd * 
specialized in this service and who devpted the 
bulk of their workweek to cas^' and program 
consultatipn in the community. However, in the 
early 1970s the Centbr shifted to a genefalist 
model, for con^munity consultation and most* 
staff now pro\/ide both clinical services and con- 
sultation. In/1973, thd Center's manapement in- 
formation £^tem revealed that 12 percent of &\\ 
measure bl^taff service hours were devoted to 
consultationrwith schools and agencies. Dr. Van 
Buskirk. th^ Center's Director, judged such a 
proportion of staff efforf to be reasonable for a 
rnental Kealt^ program engaged in extensive 
clinical activities including hospital care. If in- 
patient arrd^day hospital services are not part of 
a center*s Vesponsibifity, he thought th^ con- 
sultation and education activities should com- 
prise approximately 20 to 25 percent of a 
ceriftr's^orkload. 

3. MasMbhusetts Mental Health Center. One of 

the few cpnsultation and education programs 
focusing upon the needs of elderly persons is 
the Geriatrics Unit of the Massachusetts Mental 
Health Center. The Unit, comprised of one full- 
time psychiatrist, two social workers, two 
niirses, three sUidentd, and severdi volunteers, 
Is responsible for both the Center's clinical and 
mental health consultation, services to geriatric 
persons in the catchment area. First established 
in the early 1970Sr the Untt has found that when 
the mental health need^ of the elderly ace 
viewed broadly rather than narrowly, many 
other hu man services agertcies can fulfill tasks 
previously assigned to^he Massachusetts Men- 
tal Health Center. Dr. Gurl^n, the Unit's Directof, 
indicated that in mid-1974 only. about 10 per- 
cent of this staffs time was spent in direct 
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clinical services; most personnef hours Involve 
case and program consultation to the diverse 
* * local health and social welfare agencies dealing 
with the elderly. ^ , 

Consuftation Skills " ' 

The varied consultation models described here 
sqggesi that rndividuals filflrig this ro[e should ^be. 
selected with the same care and concern exercised 
in the selectlortof clinical personnel, thp National' 
Institute of Megtal Health^s analysis of consultation 
and education programs'* concludes that the most 
Important criteria for 4^fecting consultants are per- 
sonality and competence, capacity to relate to peo- 
ple, and ability to develop.trust and contidencOp , 

However, oth^r factor^, raay also be relevant. 

.Sometimes a consultee* will have strong feelings 

. about the profession, religion, race, age, or sex of a 
consultant. It may be important to haye a consultant 

.from the same profession or to have a consultant 
who is or is not a physician. Sometimes the consult- 
ant must be .from the same ethnic group. Most times 
this is irrelevant. Some people find it easier to 

.accept advice and assistance from a man; others 
from a woman. Most frequently, these* initial pref- 
erences can be overcome^ by a.compd'teqt consult- 
ant. ^ * * , 

Facilities 

T|ie malgrity of casp and program consultation 
occuj^in the.consulfee's hofHe setting.' Office space 
Is the only facility requited by mental* health con- 
sultants within the center Jtself. inject, where center 
staff specialize In consultation and education serv- 
ices and spend much of thelf time Jh community 
agencies, It m4y be possible fOr mental health con- 
sultants to obtain office space within these agencies. 
If the mental health center operates on a decen- 
tralized basis through satellite facilities, consultants 
working with local hurnan services organizations 
should be located In these /Held stations** rather 
than In the center's "headquarters." 

Costs 

In contrast to other basic mental health services 
whose qosts Include personnel plus physicaf 
facilities (possibly even bed space), consumable 
supplies, medications, equipment,, etc., personnel^ 
sataries and fringe benefits are'. the primary cost of 
supplying consultation and education services. 
Nevertheless, ^taff s^l^rles comprise 70 to 80 per- 
cent of the total budgdis df mental health centers; 
thus, the cost of consultation and education will be 
related closely to the salary level of those personnel 
providing it. Hourly rates generally are highest for 
psychiatrists and lowest for nonprofessionals. If 



' National Instftute of Mental Health. The scop^ of community mental health consultation and education. Department of Health, Education, 
and Welfare Publication No, (NIH) 74-650. 197^ 
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• more«than'one center staff, person partlclpates/n a 
consultation session, as In group or team coi^ulta-^ 

Mlon andk, Joint supervisor-student arrangements, 
consultation and education expenses Increase ac- 
cordingly. J, ^ • 

The true qost of a specific mentaP health service, 
cllr^lcal or nonclinical, had been unclear until recent 
years whdn thlrd-p§i^ty relmbursers forced .mental 
Health adrtiinlstrators t<j calculate this Information 
more precisely. However, putslde reimbursements 
by and large remain unavailable for consultation 
and education, and so few centers have determined 
the specific cost of this jservice.'Ab exception Is the 
South Shore Mental Health Center which projected 
that in Fiscal Year 1974^ jbonspltation would'cost$25 
per hour to schools ar\{l '$33 per hoar to other com-r^^ 
munity agepcies, a rec^uction from the $30 and $35/ * 
rates of thq previous yegr. This e^tlfnate for con- 
sultation and education contrasts with the Sooth 
Shore Center^s projected Average cost In 1974 of 
$36 ^er hour for evaluation and treatment ^services 
tp patients.' , . 

♦ If consbltatio/i Snd education service costs car> be 
> generalized to other mental health centers from the 
South Shore Center's fiscal experience, ad- 
mTnistrators and planners may anticipa'te that this 
compuonent of a comprehensive program can j^e ex- 
panded at 8 percent to 30 percent leds expanse than 
would be needed for expanding direct patient $erv- 
'ices* Furthermore, the.ability of sophisticated men- 
tal health consultants to reducd the clinical de- 
mands upon their center makes consultation and 
education a particularly cost effective program ele- 
ment/ 

Income Sources 

' Mental hearth centers have been increasingly 
' successful in diversifying the fiscal base for their 
varied program activities. Other sections of this 
Manual polfit to the multiple Insurance mechanisms' 
and to the federal reimbursements now existing for 
direct patient services. Unfortunately, this ImproV^ed 
fiscal pattern has' not benefited consultation and 
education services yet. Sl^te or local public funds 



continue as the prime support for this program ele- 
ment. 

There are many reasons why this Is, the case. Con- 
Bultatlon and education are relatively new as a men- 
tal health program component, profound problems 
are entailed with demonstrating .its effectiveness, 
and funding sources are^ reluctant to support In- 
direct Qllnical care. Howevqr, the present fiscal dif- 
ficulty also Is related to the unwillingness and/or In- 
abUlty of most mental health centers to generate a 
buyers' market for consultation and education serv- 
ices. It Is highly probable that these services will 
become relhnbursable when othef human services 
organizations perceive a need for thdm and express 
this need as a "demand" In the human services 
'"marketplace." This economic principle has per-» 
talned to other mental health serylces; It holds^true 
for consultation and edupatlon as well. 

In Massachusetts, the cofets of consultation and 
Education provided by Department of Mental Health 
gllnlcs generally are^ borne by state funds. Even the i 
.South Shore Mental Hedlth Cente^wUlfch for years 
hafe been provrding consulta/flon anfc^^educatlQn to, 
schools and other agenciesf In its catchment area; 
receives little local relmburs|ement for this service. A |^ 
bright exception In a generally bleak fiscal picture is^ 
the Laboratory of Commuqpty Psychiatry of Harvard 
Medfcai School's recent contract with the Boston 
School Departmeqt. to provlde'lj with program and 
case consultation. 

The recently negotiated arrangement betwen fnental 
tiealth clinics and public welfare offices for Medicaid 
reimbursement of mental health case consultation 
may be the harbinger of a fiscah breakthrough. 
Under this '^rrangemefit, the case consultation 
provided by mental health personnel to public 
welfare caseworl^ers about Mecjicaid-eligible olients 
can be billed at the same/pte as direct clinical ser- 
vices. It Is expected that Significant revenues will be . 
generated In this way. Another potential revenue 
source for case consultation is the service provided 
by mental health personnel to public schools in ac- 
cordance with Chapter 766*s requirements. The full ' 
potential of this prSgram Is yet to be explored. 
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An "emergency" \^ defined by Webster's Dictionary 
as "an unforeseen combination of circumstances 
which calls for immediate action." American society / 
has develqped system for handling medlc0l 
emergencies through a network of publlc'jand 
private physicians, nursing services, and hosplt&fs;* 
In Massachusetts, the system \s being vastly Im- 
proved and expanded under the Department of 
Public Health. Society also has made provlslons'for 
'dealing with large scafle dis&sters through the 
National Guard, Red Crt)8S, GIvll Defense, etc. 
although the efficacy of^'these Interventions some- 
times Is less -than optimal. The crises of everyday 
life, however, are dealt with. If at all, by the Depart- 
ment of Mental Health, the' Department of Public 
Welfare artd/or some combination of private agen- / 
cjes working in rather haphazard ways. The need for 
increased-pianning and coordination among these 
helping organizations Is^apparent to everyone, but 
the means by which these ends may.be achleved<v> 
are not as readily evident. 

No state, or even foreign country, thus far has 
evolved a comprehensive human services network - 
capable of handling- psycho-social emergencies 

^ ^ and/or crises except perhaps in times of wal^. While 
r there Is^jjiuch recognition qf the need for developing 

; techniques of effective crisis Intervention, there Is a 
paucit]/ of Information on how-to structure suph a 
service with necessary network linkage^. An^ ad- 
• ditlon^' present difficulty Is that few emergency 
psycho-social services exist In suburban and rural 
are.as. Nonetheless, the "Ideal" pattern for af broad 
spectruni human services crisis-emergency team 
, capable of dealing with virtually any kind of psycho- 
social crisis may be Inferred from both the literature 
and our experiences. : . 

CriQi^ intervention literature makes abundantly clear 
the f^any stressful events which c&n have a destruc- 
tive Impact on people's lives. From this broad 
perspective, the narrowly defined "psychiatric 
emergency" Is only one of many possible psycho- 
social situations having legitimated claims on the 
4jQne, attention, and funds of the Department of 
, Mental Heajth and Executive Office of Human Serv- 
ices. Ultimately, it l§ less expensive to the taxpayer 
as well as more humane If in crisis situations the 
necessities of people's lives "^l.e. food, clothing, shel- 
ter, /protection, understanding, etc.) are supplied 
alorfig wrth medical care. « * . 

Despite the logic In thli x^onceptlon of human 
enriergencles. very few geographic areas In Massa- 
cliusetts are at this time In a position to implement a 
full scale t^uman Services Cri&ls-Emergency Serv- 
ice. In most areas, general^ hospitals, police 



departments, and state hospitals are the only social 
agencies open between 5:00 p.m. dnd 9:00 a.m. A 
narrowly defined PsVchlatrlc Emergency Service 
would, therefore, add during the evening, weekend, 
and holiday hours pnly counseling and perhaps 
transportation to the limited services of which most 
people alresdy are aware. When the basic array of 
alternative human services exist and where these 
services can meet Department of Mental Health re- 
qulremertts, the geographic area could support a 
Human Services Crisls^Emergency Team of the type 
to be described here as the IdeaLJhese teams also 
should serve as laboratories for research, 
generating the Information so necessary to liable 
service network. 



Organizational Auspices 

Crisis Intervention services typically evolve from an 
organization's pprcepfion of community needs, e-g". 
the, 24-hour walk-In psychiatric services at 
Massachusetts General Hospital and the Massa- 
chusetts Mental' Health Center, or from a person's 
li;^plratlon around a concept, e.g. the Samaritans, a 
worldwide volunteer organlzaitlon formed to prevent 
suicide by using the telephone as Itq chief means of « 
communlcatlpn^ As Americans on^ the whole ^ 
become mOre psychologically sophisticated. It Is In- 
creasingly common to find organizations such a? 
the pdllce or legal agencies adding a psycho-social 
component to serve their constituency. The Boston 
Polled Department has 'hired five workers to provide 
social services In as many police stations. The 
Bostoo Legal Assistance Project, a federally funded- 
legal ^ency for certain poverty areas, also has a 
social services unit. The Episcopal Church has train- 
ed groups of bartenders to do crisis counseling In 
♦taveriis" and lounges. There are undoubtedly as 
many patterns fen; organizing emergency services as 
there are Institutionalized styles of human* 
relationships. 

In most areas of the .Commonwealth of Massachu- 
setts, mlhlmal psychiatric emergency services are « 
available through Jocal^fSollce departments, general 
hospitals, and state hospitals which are on call 24 
hours each day of the year.- I,f the area wishes to 
provide added services so as. to bVoaden Its c^pacl-i . ^ 
ty to respond In emergency situations. It might / 
sponsor hotlines run by trained volunteers and evfen 
perhaps several teams which '^o Into the comm.unl- 
ty. However, we now have sufficient experience to 
know that such services neither function adequately 
nor last for an appreciable time unless they are 
eceded by systematic planning which generates 
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the support of all Irxjportant community elements/ 
When these step§ are taken, volunteer-operatecl 
services frequently have proved more- available on 
tin- around-the-clock basis than have professionally 
operated ones, and they elicit greater community 
support, and Interest. If a hotline format Is chosen, 
the Area Board must decide whet^ter the service 
primarily will serve adults or teenagprs as the two 
client groups currently prefer not to use the same 
service. . 

If the Area Soared. Area Director. aYid the loca( com- 
munity planning qouncll determine that an explicit 
psychiatric emergency service is needed, several 
models can be examined. The IVlassachusetts Men- 
tal Health Center— a state facHity— does not 
differentiate its emergency ciinic-in apy way from the 
outpatient department. Psychiatric residents, psy- 
chologists, and social workers cover the walk-In 
Emergency service as part ^of their outpatient 
responsibility. Assigned psychiatry residents pro- 
vide night, weekend and holiday coverage. 

Massachusetts- General Hospital has a well known 
acute psychiatric service operating 24 hours per day 
&li year long. During the day. it is staffed by a com- 
binafenTof psychiatric residents.^students and other 
mental health professionals who rotate between this 
service and the outpatient department (a separate 
service). At other times, coverage is provided by 
psychiatric Residents either on duty or on call to the 
acute psychiatric service as well as by other 
Massachusetts General Hospital services, e.g. the 
surgical service. 

Union Hospital Irj Lynn. Massachusetts is using a 
federal grant to field personnel, usually an R.N. and 
^ "mentafl health professional," at prominent geo- 
graphical locations in tlie area during the day. Dr 
Jackson Dylon, the former director, and one of the 
nurses locclslonally were called after hoursi A psy- 
chologist arid a psychiatric nurse make emergency 
home visits whenever required In the Lynn Area. 
\\ 

When it Is feilt that greater psychiatric coverage is 
neqded in a public or private hospital having an in- 
patient' psychfatric unit, psychiatric residents and 
other mental health professionals such as psy- 
chologists, social workers, and psychiatric nurses 
should be on duty or on call. 

ThelDrededing emergency service models, i.e. the 
volunteer, the general hospital, and psychiatric 
hospital, have all been found workable over long 
periods of time. They have the additional advan- 
tages of readily Interlocking with components 



already available In the soplal service deli\terry ^ 
• network In Massachusetts, and of being applicable ' 
to any geographic area. In choosing a model for 
meeting emergency, servjce needs. / comnjijntty 
planners along with the Area and Regional Depart- 
ment;of Mental Health Offices should glve-qaref.ul 
considereftlon to soch issues as geographic scope of 
the Service (area v. community v^* regional), dharac- • 
tertistics of involved agencies {public; private. cerW^v 
tralizecl. decentralized, -^etc,^ capacity of^^xlsting^ 
emergency services- to meet current commur\ity 
needs, ankj capacity of existing secvicdfs to evolve 
Into the projected Human Services Crisis- 
Emergency Team mo^lei. 

As previously stated, the desired evolution In the 
local emergency service should be from a small 
volunteer organization to an extended psychiatric 
service to a comprehensive Human Services Crisis- 
Emergency Team. It should be capable of providing 
coverage at a minimum. 5:00 p.m. to &:pO a.m. on 
weekdays, weekends, and holiday^. A broad variety 
of service options shotald range from information 
and referral to intensive crisis intervention coun- 
sqling^' to alternate forms of physical shelter.^ 

Jdeally, the Crisis-Emergency Team should be es- 
tablished as an independent human services- 
program fiscally and functionally separate from , 
other public and private agencies such as cpmmuni- 
, ty mental health centers. Tjie separation of Crisis- 
Emergency serviceafrom any one organization has 
generally proved more effective in . fostering 
cooperation and linkages with other agencies.* 
Emprgency serviced established as an appendage 
to anothqr organization frequently have been reab-^ 
sorbed Into the parent body since emergency" 
programs and their pefsonnel tend to be perceived 
as an irritant. Not only do emergency services by 
their very nature Ijave time pressures which differ 
'Jrom thbse of all other human services, the tasks.* 
the styles of approach, the types of staff, plus many^ 
other varlableoalso differ markedly. • 

The concept of the comprehensive Crisis-Emer- 
gency Team squarely" confronts the care-glving 
system with a major dilemma: Ndther people' nor 
th^lr problems come In neat packgge§ despite the^ 
valid need of care-glving persons to clearly delimit 
areas or responsibility. The Crisis and Emergericy 
Team must be able to Insure active cooperation -on 
every level within the public human services 
network. Including such important organizations as 
the police.' fire department, family agencies. 
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' McGee. Richard K, Crisis InterveJon In the Community. Baltimore. Md.: University Park Press. 1974. See Chapter X. "The Historical 
Development of 10 Programs^'y a ' * - 

'A useful model would be ths^rlsls intervention center currently overseen by How/ard Parad. Ph.D. In California. Client^ at any level of 
crisis are given the option of attending any ofjstx Intensive psychotherapeutic crisis groups. * , , ^ 
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ministry, business organizations, etc/ Thus, the^ 
director of the "ideai'* Crisis-Emergency team op- 
timaliy should report directiy to the (VlQn-tai^Heaith 
Area Director orr in the future, to the. person 
designated as having finai responsibility for public 
human services programs on an areawide basis. 

Prbgfram Content 

Extensive community resource networks often 
• either do not exist or are not perceived as existing 
despite the widp variety of helping personV-pxi^n- 
tially available ih any community.' The pjogram cbtk. 
tent for newly established emergency services, thus, 
probably will be limited tolcrisis counseling, aiding 
those in neecJ of ||syohiatrlc hospitalization, and 
o forming ties with extsting services and agencies. 

The experience of most existing, crisis-emergency 
agencies has been tfiat no matter how clearly they 
initjally^ delineated their specialty (e.g, suicides at 
the Los Angeles SiJicide-^f^revention Center, or 
adolescent runaway and drug-probiefns ^t Boston's 
Project Place), in time they inevitably dbme to deal 
with a far wider spectfum of problems. Thus, osten- 
sibly specialized psychiatric services such as the 
Massachusetts General Hospital's Acute Psychiatric 
Service and the Massachusetts Mental Health 
Center's Walkr-ln Clinic^ added staff socia] workers 
rrot oniy'for their tlinical skills, but also* for their 
abilUigS to mobilize the iSrg'^r environment. It is like- 
ly, therefore, ihat*crisis teams initially, established 
//with narrowly defined resporrsibHIties to psychiatric 
patients irievitably will evolve into more broadly con- 
ceived Human Services C/isis-gmergency Teams. 

If the area decides }o 'design a nonpsycMathc 
emergency program, a number t)f Massachusetfs 
agencids have the relevant experience and capacity 
to train personnel for these types of services. For 
example, 735 Inc. in Melrose and Project Place in 
Boston have highly developed teen and drug 
counseling hotlines; and the Samarit^aris, a world- 
wide volunteer suicide prevention group\based at 
, Arlington StreefChUrch in Boston, use hotlmes ^fid 
•"befriending", to aid ^those in trouble. Thegg.agen- 
' dies also pan teach tfib art of negotiating links with 
.the other agencies necessary tolulfill organizational 
objectives^ ^ 

Dr. Jon GuCleman. -Director of Outpatient Services at 
the Massachusetts IVTentai IHealth Center, has a 
differing view. He has oljserv^d that any emergency 
service/ e.g. police, hotlifies, 'and suicide centers, 
not <^irectly linked with aci inpatient psychiatric serv- 
ice functions at a disadvantage since, in at least 



some instances, it must refer cHents to an inpatient 
service for possible admissibn.*'Furthermpre, many 
people epproach nonpsychiatric services for refer- 
ral to>inpatjent facilities either because they do not 
know of the existence of inpatient facilities or 
• because they feel more comfortable approaching 
inpatient. facilities with the support of noTnpsychiatric 
emergency service personnel. ^ ' * ^ 

Each area must decide whether direct access to the 
inpatient psychiatric unit, or indirect access via a 
nonpsychiatric emergency service best n^eets the 
area population's needs. It should be recognized^* 
7R?5tJgh, that emergency services intimatgly con-„ 
nected with an inpatient psychiatric unit,* Onder 
either public or private auspices, often devefop a 
degree of trust with inpatient workers which fadl- 
itates the decision-making process^ regarding 
hospitalization. Trust is most likely to exist where in- 
patient and emergency service workers have been 
trained on both types of services. 

An emergew service which is part of a psychiatric 
. facility" couW^ offer program coverage in greater 
depth and at less expense if the legal right (Chapter 
123, Section 12) to admit patients for 10 days of in- 
voluntary psychiatric observation Is extended ,to 
nurses with Master's Degrees in Psychiatric Nurs-' 
ing. social workers with Master's Degrees of Social 
Work, and licensed psychologist^. 

Although this may seem a radical suggestion, in 
many mental health centers the current practice is 
to pi^ovjde nurses, social workers and psychologists 
with master's degrpes. 10-day voluntary commit- 
ment forms presigned by a psychiatrist. It is rec- 
ognized that persons thus .trained 'ar*e as able to 
-judge the necessity for hospitalization as those psy-^ 
chiatrists who may have less experience^ Moreover, 
the police already have the power to bring persons 
to hospitals for involuntary psychiatric observations. 
It is a virtual necessity- in their daily Wbrk even 
though they are hesitant to use this power. In the 
light of these realities, legal recogjiition and protec- 
tion should be extended \C the highly trained mental 
health personnel who are expected in the course of 
their Jobs to admit-patients for involuntary observa- 
tion. This legal right should adhere to a specific 
Department of Mental Health job slot or furfction 
and would be extremely useful in rural and subur- 
ban areas where immediate evaluation by a 
"designated physician'; often is not possible. 

The need to adequately protect the civil rights of 
persons who may become patients must receive th§ 
highest p/iorlty under existing as well as proposed 



* Jackson Dillon. M.D.. formerly oUUnlon Hospjtal In Lynn, won the American Psychiatric Association medal for the emergency services 
which he directed In the^an Joaquin Valley of California, an area geographically comparable to f\/lassachu setts. Dr. Dillon 'strongly ad- 
vocates organizing an emergency service from Its Inception by meeting with all Important community elements, especially the family 
agencies, fjpe department, police, business organlzatlons.*mlnlatry^etc. * 

» . «. ^ 

» Cuftls. R. Team Problem Solving In a Social Network. Psychiatric Annals, Dec* 1974. ^ ^ 
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procedures. Emergency service personnel, whether 
operating from^a hofepltal or a nonpsychlatric serv- 
ice, must routinely Inform both the prospective 
patient and any other Interested parties such as 
family and frfends of the prospective patient's civil 
rights. Moreover, alt persons with the power to aid- 
mlt patients for Involtintary observation should pass 
a course on the civil rights of patients and then be 
held legally accountable for Insuring that these civil ^ 
rights are protected. 

A nondiscrlmlnaitory admissions and treatment 
policy can be maximized In practice by appointing a. 
person from another agency (preferably legal) to act 
as patient advocate for all psychiatric programs 
licensed by the Department of Mental Health In a 
mental health area. The Mental Health Legal Ad- • 
visors established under Chapter 221 could serve 
this purpose. The Advisor's namei telephone num- " " 
ber, and functions should be posted conspicuously ' 
and clearly in every admitting room and inpatient 
ward of Department of Mental Health-licensed 
facilities. In addition, all emergency service per- 
Sonijeff should be legally required to give each 
prospective patient a card bearing the patient ad- 
vocate's name, phone number, and functions. 

Each area emergency service, whatever its organi- 
zational auspice, should be required by regulation y 
to document every request for service whether 
made by telephone or In person. The disposition of 
each such request should be adequately accounted 
f(!)r In .a recordkeeping system. If the applicant for ' 
emergency service is referred to aay other humaji 
services program, e.g. an inpatient or outpatient 
meptal health facility or community residence, that 
pfogracp ^nd a specific person on its staff must be 
'design'a^ted as agreeing to assume further respon- 
sibility for the applicant. . ». 

Any therapeutic modality deemed ^pproprilite,*^ by 
, both Area Board gnd Department of Mentah Health 
staodards, may be used as long as the patient signs 
a wfltterh agreement consenting to the specific type 
of treatment- or emergency plan. This agreement 
should -tbe reaffirmed when any new modality or 
location 'of treatment is undertaken unless that 
patient is physically dangerogjfe to self or others. 

* All per'sonnel working for an area emergency serv- 
ice should possess identification such as a badge 
with personal photograph which is recognizable to 
Department of Mental Health ^personnel in any of the 
area's other services. I.e. inpatient, outpatient, par- 
tial hosRjtalteation. community residences, rehabll- 
itatlon programs, geriatric, children's programs, and 
consultative and educational ser\7ices. A request for 
patient service by staff of the emergency service^ 
should *take priority over other responsibilities such 
as staff meetings. 

Staffing Patterns 

Personnel operating an emergency service should 
2&' 



possess the s'klll, experience, and language fluerifey 
appropriate to. the service's cllerfts/Thls Is rnpa^t 
readily Insured when staff Reflect the characteristic 
of the population ^s a whole In terms of sex,\soclo- 
economic background, and eduqatlonal attainment. 
Thus, the team members should Inclucter' men and 
women, and as many persons as possible from the 
etVinlc, racial and/or language groups served. As a 
corollary, clients should be given th6 choice of 
meeting with staff possessing the characteristics 
meaningful to them. 

If the emergency team Is to function as a true Hu- 
man Services Crisis-Emergency Service^, It should* 
be staffed so that^t lea^t one member of the team 
Is: 

• Able to relate to chlldren^d teens. 

• Knowledgeable in suicide, prevention techniques 
and able to consult with other staff mertibers on 

them. ,a * « 

• Recognized by the community as being one of Its 
own (I.e. from the culture being served). 

• Familiar with women's special problems such aa 
rape- 

• knowledgeable about the civil rights of persons 
needing emergency help. 

•I Personally experienced in mental hpspitailzatlort 
(outpatient treatment Is not a substitute). 

• Sophistioated in treatment of alcohol and drug ^ 
problems. 

• Knowledgeable about geriatrics. . . ■■ ^' 
The team should also possess the skills cited in U.S. 
Public Health Service Publication 1477 as par- 
ticularly valuable to erAergency services, i.e. maturi- 
ty, capacity for warmth and empathy, trainabllity. 
and ^me experience In life. Staff also must have 
demonstrated capacities in their lives for initiative, 
independence, s^d judgment (scholastic achieve- 
ments are not necessarily Indicators of the above 
characteristics). In order to insure these capacities, 
it will be necessary for the Department of Mental 
Health to evolve job-related sqreening procedures 
which measure these attributes. 

The range of individuals among whom necessary 
skills can be found include volunteers, profes- 
sionals, and other paid staff. Most hotlines are staff- 
ed largely or wholly by volunteers including ex- 
tremely dedicated professionals who provide every- 
other-week, round-the-clock coverage. The obvious 
advantage to a "volunteer" staffing pattern is that 
costs 'are minimized even though training Is re- 
quired. The service can thus provide expensive 
coverage at minimal expense. On the other hand, it 
may well be necessary to have additional volunteers 
on duty simultaneously so that they can pool their 
knowledge and emotional strengths In dealing with 
crisis situations. 

Staffing. an emergency service with professionals Is 
expensive but, on the other hand, these personnel 
do not need additional training and they are capable 



of making reasonably appropriate decisions under 
stress. Ann Fried, Director of Casework Services at 
<^ f^amily Service Association of Greater Boston, Inc., 
-J^iasj^iad many years of experience with both 
professRmate^^nd volunteers. She suggests that the 
great advantag§^so?t^ofessionals is their Vained 
ability to discrimlnat^^Hm crises they can handle 
directly and which they shptrtd^fer. She estimates 
^ that it takes a minimum of two^ars to perfect this 
judgment as well as to fully/jdifferentlate one's own 
needs from those of the\client/ However, she 
acknowledges that the highly'fteained volunteer ca'n 
be as useful in ^ particular situatfo^i as the pro- 



fessional. 



Nonprofessional paid staff is a third s"taffing OR|ion. 
Most hotlines use some nonprofessional paid st^ 
who coordinate and fill in those time slots left urP* 
; covered byithe volunteers. Such staff often devej^p^ 
specialized skills beyond those of the volunteer and 
even those of highly experienced professionals. For 
example, drug emergency teams often much 
better able to cope with related crisesThaa^re.psyT 
chjatrists^and social workers who are unfaminaK,with 
this population and unaccustomed to making; 
' decisions wit/out the security of an agency ^truc- 
. ture. Nonprofessional paid staff are commoR on 
most psychiatric hospital wards, and studies have 
shown that some attendants have more understand- 
ing for and betteP technique with selected patients 
than do the professionals, 

Unfortunately, the people who make decisions (such 
as Area Directors) tend to be upper-middle class 
Professionals, and they may exhibit a class bias 
against, or at the very least a laci< of understanding 
of,\he nonprofessionars capability. Yet, with the ex- 
ception of the drug pulture which is also middle- 
classXat least in its, services, middfe-middle,Jpwer- 
middla or working-clas^":nonprofesslonar paid staff 
are more apt to understand the background and 
problemis of the majority of -clients since they 
emanate from similar backgrounds. 



--^^he-ranp'ofVsta^ to patients on an emergency serv- 
ice cannot b^e^ecisely delineated as emergencies 
happen to var\ihg numbers of people at differing 
times. Therefo\V the emergency service team must 
have an on-c^ll backup group composed of 
volunteers, consultants, and other resource people. 
Hotline emergency services find it necessary to have 
on duty a minimurn of two-people and preferably 
four at all times. The hotlines operated by such 
agencies as ProjectXPiace need twb people just to 
cover the telephonesXbut psychiatric clinics such as 
those ^t Massachusetts Mental Health Center and 
Massachusetts GenerakHospitars Acute Psychiatric 
Service often "make-doWith only a secretary since 
the psychiatric residentX is frequently on call in 
another part of the hospitak To a major extent, the 
economics of the situation\will dictate the type and 
amount of staff time available 
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Facilities 

The- physical setting iriost appropriate to an 
emergency service is obvtously where the emergen- 
cy is occurring, with the\pptlon of removing the 
client to a calmer environment if necessary. Thus, 
equipment such as beeperk mobile units, closed 
circuit TV, hotlines, etc., aretsonsidered as impor- 
tant as the physical facility itself which should be 
homelil^^rather than instituticmal. Many people 
become wen more distressed in^n institutional set- 
ting; indeecTOome people in crisis recall the physical 
setting where they sought help as the worst part of 
the experieVice. Stress may be rninimized by 
meeting with clients in offices which have a pleasant 
atmosphere, comfortable chairs, reti'eshments, 
rugs, plants, pictures, etc. 

Traditional settings and nontraditional \settings 
evoke a wide range of responses. The setting of an 
emergency service, therefore, optimally shouid em- 
body both the sense of order and security convteyed 
in the best of traditional settings, and the feeling^ of 
warmth and emp/athy found in 'the best of nori- 
traditional settings. Emergency services are operv 
ated in each of the following settings, and research' 
on their unique advantages and disadvantages 
would be of great value. 



1. 



2. 



3. 
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General hospital, emergency rooms provide im- 
mediate medical care, but the psychiatric staff 
and their clients tend to. "clutter up" space and 
crash witli the medical staff. Use of other space 
in a general hospitaljs useful; on. the other 
hand, many people will not use a hospital 
emergency service that defines them as "sick." 
Nevertheless, many emergency services pro- 
vided in general hospitals are covered uhder 
medical insurance plans and, thus, are fiscally 
sofvent. The Massachusetts General Hospital 
Acute Psychiatric Servicls is an exampfe of how, 

this model shouid function optimally. 

•» 

Mental health centers permit many emergency 
problems to be paid Jor as "medical" in 
character, but again many people will not seek 
help under these circumstances. Alsd, it is 
harmful to define people as "sick" when their 
crisis i^ related to the fact that they are 
destitute, etc, Massachusetts Mental Health 
Center's program is a good example of how to 
provide emergency services in this type of set- 
ting. 

Counterculture settings often provide a warm, 
intimate setting, but only for members of the 
counterculture. Older people, for example, are 
often frightened by the apparent lack of or- 
ganization, pictures on the walls, etc. Where a 
large effective counterculture group does in- 
deed exist, such settings are useful and should 
be considered eligible to receive state con- 
tracts, for example, 735, Inc. in Lawrence. 

23 



4i Clergy and ppllce stations have devotee^;: 
toMowings who initfally twing all of their prob- 
lems to these caregivers since they are perceiv- 
ed as naturar emergency service personnel. In 
fact, the Boston Youth Activities Commission 
and the Boston Police currently employ social 
workers in police statiops. 

5. Hotlines located In Independent facilities such 
as the Arlington Street Church, Boston, are very 
useful when they include adequate private" 
space for discussions with applicants, and 
accessibility to medical, legal, and police help. 
Unfortunately, these facilities are also the 
hardest to fund and maintain singe they rarely 
can charge other groups for the services which 
they deliver. Good examples of hotlines ar^ 
Samaritans, Inc. at Arlington Street Church and 
Project Place, in downtown Boston. 

Costs / ' 

It is almost impossible to estimate the costs for a 
comprehensive ppycho-social emergency service as 
relatively few such services exist yet and none are 
comparable to any other. Moreover, even existing 
psychiatric emergency services which in many re- 
spects serve as working models have not costed out 
their service? in a fashion useful to others. Thus, the 
following data are suggestive rather than definitive. 

The Massachusetts Mental Health Centers 24-hour 
walk-in service also serves as the outpatient depart- 
' ment. It anticipated Fiscal- Year 1974 expenses of 
approximately $2:20,000 for an estimated 7,150 
patients, 10 to 15 percent of whom are classified as 
emergencies. On this basis, $33,000 a year Is ex- 
pended "for 1,073 emergency patients, or a cost of 
$30 per patient visit.' 

The Accounting Department of Massachujsetts Gen- 
eral Hospital does not break o^\ costs by clinic, 
service, unit, or ata'ndard figure per square foot It 
estimates that the Acute Psychiatri9 Service costs 
$250,000 a year to maintain after income and 
grants.^ The average cost per patient visit is $47 
regardless of whethef it is to the surgical, medical, 
or psychiatric, service. 

t> 

Project Place has a very detailed accounting^ system 
which has determined that the Place Van Emergen- 
cy Services, a van staffed by trained ambulance 
technicians, costs about $133,000 a year to operate. 
Project Place's hou^ for short-term care of run- 
away adolescents runs about $128,000 a year. Both 
oi these Project Place services use about 10 percent 
volunteer staff while the hotline, "Place 



Switchboard." uses 60 percent volunteer staff. The 
hotline costs approximately $85,000 per year. ^ 

The Lynn Union Hospital Psychiatric- Service has 
asked for a total of $280,000 for Fiscal Year 1975 for 
emergetncy psychiatric services. Of this, $212,000 
would be for staff salaries and fringe benefits for two 
nursing coordinators, five R.N.'s, four mental health 
professionals, i.e. LPN*s, and two mental health 
workers. , • 

the Lawrence Area Board is requesting three full- 
time Bachelor's Degree Social Work staff wid^oDe 
full-time secretary to add to' the Social Service 
Department of Bon Secours Hdspital. These work- 
ers vyiM provide additional day-time and on-call 
coverage, 24 hours a day, seven days a week. The 
approximate costs for the first year of the Lawrence 
system are listed in Table 2-4. 

Given the inflationary cost of living and other im- 
ponderables, it would be foolhardy to anticipate the 
cost in severaKyeara of the ideal human services 
crisis-emergency network operating on an areawide 
basis. Yet, it is reasonable to assert that the cost will 
be less, j3oth financially and emotioDally, to each 
citizen when a humgn services crisis-emergency 
network is in place to resolve psycho-social 
emergencies.* 

Income Sources 

Existing emergency services are financed in part or 
wholly through a combine^tion of funds from foun- 
dations, trusts, state and federal government agen- 
cies, charities, third-party payments, and donations. 
More specifically, the Massachusetts General Hos- 
pital's ' Acute Psychiatric Service, as part of a 
medical facility, is able to^eTollect third-party, 
payments. This service also receives grants; the rest 
of its costs are defrayed by the Hospital Corpora- 
tion. . — 

During Fiscal Year 1974, Project Place received 
designated monies from the National Inistitute of 
Mental Health, the Massachusetts DepartmenJ 
Mental Health, the Massachusetts JDep^rlment of. 
Youth Services, the Massachusetts DtVisiigin of Fami- 

• ly and ChildrejVs^ervices, and six fonndatiobs and 
trusts. It received unrestricted funds from 12 trusts 
and foundations and various churx:hes. religious 

' groups, corporate contributions, private donation^, 
payments for services, and "miscellaneous/*^^ 

The Massachusetts Mental Health CenXqf is a state ' 
facility so that most of its Jncome is from public 
funds which covers staff salaries for those operating 



' Information given by thb Business Oftfce of the fvlassachu setts fvlental Health Center. Us. Catherine Hurley. Business f^anageP. 
» Information given by fvl^hillip Lenz, Administrator for Psychiatric Services at the fvtasdachusetts General Hospital. 
. ' Information given by Project Place Treasurers Tracy Barnes and Stanley Phillips. 



TablQ 2-4. Lawrence A^ea Emergency Services: 
Approximate First- Year Costs 



\ • 

Yean 

Staff * . 

Equipment artd Overhead 
Supplies 

Jotal First Year Cost 
Percent 



Mass. Department 
of MentJl Health 

$43.240.0Q 
1,910.00 
300.00 

^ $45,450.00 
68% 



Bon Secours 
Hospital 

/$14,320.00 
6,875.00 
280.00 

$21,475.00 - 
32% 



Total Cost 

$57,560.00 
• 8,785.00 
580.00 

$66,925.00 
100% 



the service. The Lawrence Area hopes to combine a 
state grant with income fcbm a locgl private hospital 
to maintain emergency services. 

When the nation's economy is functioning well, an 
emergency service can derive or supplement's^ 
revenue through grants obtained from federal, spjie 
or private sources. Similarly, contributions and 
donations are more apt to be forthcoming when the 
general population feels financjally secure.. Unfor- 
tunately, grants of all types, 'contributions, ar^- 
donations tend to "dry up" during economic reces- 
sions. Ironically, times of economic recession are 
the very ones vwien heavy demands are placed on 
emergency services. State Civil Service job blocks 
provide a more stable economic base for emergen- 
<:y services ai^d so perhaps should be. the fiscal 
foundation. Qlrants and other fiscal sources could 
then be used as supplemental income source^. It is 
hoped that insurance companies will soon 'develop 
necessary actuarial tables so that emergency serv- 
ice costs can be reimbursed tp clients through such 
carriers as Blue Cross and Aetna. It also i^ hoped 
that emergency services themselves will become the 
principal beneficiaries pf trusts left specifically ^or 
thes^needs. 



Research Recommendations 

No state or country has yet devised a systemwide 
network of emergency psycho-social services, and 
no systematic comparative study has been made of 
existing crisis-dmergency services. Research 
should be directed toward any or all of the following: 

• The organizational structure of crisis-emergency 
teams relevant to given demographic conditions 
and internal team structures most conducive to 
productive work. 

• Program content according to types of activities 
most utilized by the public. 

• Types of job-related skills and personality 
characteristic s" mos t useful, in crisis-emergency 
team rrrembefg? \ ' " 

• Comparatfvrf studies of types of facilities and their 
effect on s^^^vice delivery and studies of com- 

. parative stress-relief experienced by people in. 
crisis/ „ ' 

• Comparative costs related to amount and kinds of 
services delivered by different organizational 
structures, specifically, volunteisrs compared to 
nonprofessionals and'professionals. 





Service 3: At^tbtriatory rvices. 

The services traditionally labeled, "outpatjeht;V|ir6s ' 
now more frequently being termed **ambulatory^b-\ 
emphasize the mobility of staff providing them and 
clients receiving thenh. This development clearly Is 
part ofthe larger trend toward service decentraliza- 
tion. Just as we are moving away from providing in- 
patient services in large -state hospitals, so are we 
^ evolving new patterns of ambulatory care in con- 
venient and accessible locations. Rather than being 
concentrated in central facilities, subarea, munic- 
ipality, and even neighborhood sites now are being 
utilized for this purpose. As a consequence of this 
development, the target populations for agencies 
providing ambulatory servfqes may be as low as 10,- 
pOO' people. The trend towards decentralization 
shows no signs of abating and, therefore, fresh 
organizational choices for structuring ambulatory 
care are increasingly feasible. 



Organizational Auspices 

'^The largest volume of ambulatory services 
traditionally has been provided by state-sponsored 
clinics and community mental health centers. 
Probably the fastest growth In terms of client volume 
and fiscal expenditures is occurring, apiong private 
sector nonprofit and private proprietiity organi-. 
> ;Zations. This is due to th#fhcreased willingness of 
Hhe public sector to contract with the private sector 
\rough purchase-of-service agreements as well as 
tcrthe growth of third-party^ payment mechanisms. 
Reckitly established prodedures to utilize the 
Medic^ program for reimbursing local clinics for 
various rnental health services will enable many 
more agehcies in the human services system to 
provide additional ambulatory treatment or counsel- 
ing services^^ 

Since people in various socio-economic and ethnic 
groups and geographic settings tend to favor cerfain 
types of agencies, the growing diversity of helping 
Vesources Is a mosV positive development. Am- 
Vjjlatofy pare can be^propriately sponsored by 
general hospitals, compr^ensive community men- 
tal health- centers, social\ervice agencies, neigh- 
borhood health centers,' settlement houses, univer- 
sities, and similar agen^es. It is not' the 
organizational auspice which 1« crucial but rather 
the nature and quality of the\ service rendered- 
Pr39liferation of thQ ambulatory ^are network has 
major implications for procedures whereby program 
coordination can be insured. An aTfiliation contract 
1$ one nrifethod for facilitating interagency com- 
mynicatiorr and the details of this arrangement are 
described in Section IV. ^ \ 
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Program Content 

Ambulatory care may be considere<31 ds including a 
Variety of servicies designed to achiev^ the following: 

• Keeping the 'client functioning and out of 
hospital setting; 

• Fostering . client rehalDilitsT 
chological growt|;i; 

V • Assisting^ the*- family as part 
— pjlQlif^m-solving; 

• Identjfying *^ and treating more longstanding 
'problems of the client and his/her family; 

• Working with a variety of other community 
caregivers with a focus on the client; and 

• Linkitig with other community systems to improve 
the quality of life by modifying environmental con- 
ditions. 

Ambulatory care can be categorized^ into three ma- 
jor types: (1) information, screening, referral; (2) 
problem evaluation, examination, assessment; and 
(3) treatment or counseling services. These services 
should be delivered within a philosophy pf outreach, 
prevention, .and early identification with the 
strongest emphasis being placed on the idea of in- 
volving clients and their families in the process. At 
various stages, including diagnostic, treatment plan- 
ning, and review conferences, the clients and their 
.families should be told the details of what is oc- 
curring. 

1. Information, screening, and referrai service* 

relate to the availability, linkage, and recipient's 
eligiblity or suitability for the programs of the 
agency or other agencies. The pomponent parts 
are: 

• InformatVn services provide data about the 
availability of crisis intervention, 24-^uk^' 
emergency (nop-f ace-to-face) services, and 

^ sicnilar activities; 

• Screening, which Includes suitability deter- 
mination, is a service intended to provide in- 
formation about the availability or eligibility of 
a person for another organizatipn's services; 
and preliminary assessment, ke. delimitation 
of the type and extent of the problem of the 
ItidividuaKseeking help by persons competent 
to make such judgments; and ^ ^ 
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• Referral services direct,, guide, or link the 
recipient to other . appropriate community 
resources. 

2. Problem evaluaUon, examination, and assess- 
ment services identify the detailed- nature and 

^ extent of the recipient's condition and formulate 
a plan^ for services. The different kinds of 
evaluation are'defined below: 

•• Psychiatric evaluation is the psychodiagnostic 
pcocess, including a. medical history and 
mental status which notes the afljitudes, 
behavior, estimate of intellectual func|.dning, ' 
memoTry functioning, orientation, and an in- 
ventory of. the person's assets/ 

• Psycho-social evaluation is the deterriiigation 
of the social situation of the individOal related 
to family background, family interaction./liv- 
ing arrangements, psycho- op socio- 
econornic problems, treatment evakfationf 
and statement of future goals and plans. ' 

• Psychological evaluation and testing are^the 
evaluations of . cognitive processes and 
^Bmdtions and problems of adjustment in in- 
dividuals or in groups through interpretation 
of tests of mental abilities, • aptitudes, in- 
terests, emotions, motivation-and personality 

^ " charafeieristics,oncludii^g'the'interpretation of 
psychological tests of^individuals. 

; • Physical ev&l^iation is* the examination of the 
body, noting observations arid findings sup- 
plemented by diagnosis if iadicated. 

• Neurological evaluation is the e)^ijHnation of 
the central, peripheral and sympathetic ner- 

^ vous system*) noting observ^J[ons^and find- 
ings supplemented by diagnosis if indicated. 

3. ^ Treatment or counseling services relate to the 
• reduction of disability or discomfort, ameliora- 
tion of signs and symptoms, and changes in 

I /specific physical, mental, or social functioning. 
\ There is ^need for considerable flexibility in , 

car4;ying out treatment services and depending. 

uporrspeclfic circumstances they may include: 

• Individual treatment or counseling such as 
supportive psychotherapy, relationship 
therapy, existential therapy, play Jherapy, 
hynotherapy (with or without the use of 

^ drugs), agd casework. 

• Behavior modification through systematic 
application of learning theory and principles. 

• Collateral treatment or counseling ,of the 
•patient through interviews beyond the 

diagnostic level Awith collateral persons 
without the patient necessarily present 
although the patient's approval'should be ob- 
tained as a matter of good clinical practice 
and ethics. 



• Cduplfe therapy of intfmate partners whether 
married or unmarried* but excludfng other 
silgnificant family' members, children,^' or 
siblings. ^ / . ^ 

• Family treatment or counseling applied to the 
family as a unit. 

• Group treatment or couhseling including: 
group prsychotherapy, encounter,, group-^pfay 
^therapy, and psychodrama. 

• Chemotherapy incjudirig tranquilizers, anti- 
depressants, anticonvulsants, sedatives, etp. 

' « • Social system psychotherapy involving "conr/ 
* / tacts and relatiorvshjps between, family - 
' members and non-family members to include 
■ < in the psychotherapeutic situation any " 
number of persons who are related by either, 
kinship, friendship, functionar relationship, or 
community residence,"^ 

In addition to the foregoing types of ambulatory 
care', there?is a special format' that is used for psy- 
chiatric work in. court settings. Court clinics w^e 
. origihaiiy mandated to provide psychiatric services 
to courts and diagnostic and treatment services to 
offenders before courts. thi^> broads charge has 
f allowed for an aeverdev.eloping" sGope c4 services 
/ over .the past ^16 years. Thus, the services now 
\. provided by court clinics include the following: 

• Mental exf^mi nations, aStindicated by law, of in- 
dividuals referred by the court. 

• Evaluations of offenders upon request of the court 
as ah aid in planning for their rehabilitation. , 

• Consultation to judges and "probation officers in 
legal-psychiatry matters. * \ . 

• Psychiatric treatment and other rpenfal health ser- 
vices to-oJfendeFS and their families referred' by 

. thecourK , \ . 

" • Sfiaring professional knowledge in probation- 
clinical conferences foHncreasing ^pumen in the 
difficult tasks of managing and helping offenders. 

• Consultation and evaluation services, when re- 
qitested,' to gourt-sponsored programs and 
fachities of offender rehabilitation. 

• Keeping functional case statistics and providing 
reports and evaluations to the court about the 

Jy» clinic's furj^ioning relative to the court's needs. 

• Maintaining-^ working relationships with mental 
health and other community ager^cies, facilities, 
and programs involved in the welfare of offenders. 

V 

Staffing Patterns . ' 

Differing skill . levels are required for the various 
ambulatory services described previously. Some 
services require highly trained specialists, others 
can be performed adequately by persons with only a 
' basic training. As these distinctions have become 
incorporated within job functions, several staffing 
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trends have become apparent. Such highly trained 
personnel as psychiatrists, psychologists, social 
workers, psyghlatrlc nurses, and occupational 
therapists are taking on more consultative respon- 
sibilities in addition to treatment and community 
liajson functions. This trend is consistent with the 
thinking ol some that staff should nat provide con- 
sultation and education, unless they also have 
clinical responsibilities. 

Another staffing trend Is the use of paraprofes- 
sionals In treatment roles and :^s communfty 
development specialists. A /elated trend Is the use 
of volunteers for primary prevention and direct 
treatment services with staff speciallsts*in a^backup 
capacity. Agencies employing paraprofessionSls 
and volunteers have" found that local neighborhood 
people arp most effective and should be recruited jto 
work within their own social network. This staffing 
pattern obviously necessitates^ special care in the 
use of confidential information. Nevertheless, .tlje 
« considerable talent available in local neighborhoods 

• represents an untapped resource. For example, in 
the taunton Area and in the Blackstohe Valley Area, 
one-third to one-half of the many mental health 
volunteers are profes$ionals In othcir fields. 

An additional source of manpower for mental health 
centers is th^ir "former clients. Such persons, 
traditionally underutilized despite their unique sen- 
sitivity and awareness of key concerns, could be 
trained to perfori^ a range of important functions, 
e.g. home visiting, orientation to tre^rtmarU', and 
assessment procedures. . x 

As a variety of caregiying pei^nnel and volunteer 
teams assume 'broader treafment/functions, psy- 
chiatrists are being freed ttfspfeciaHze in more com- 
plex therapeutic roles as well as the supervision of 
chemotherapy. Administrative tasks similarly are 
being performed by a variety of disciplines and 
medical skills are being concentrated in those areas 
of care where it is essential. 

Staff should be deployed in a variety of ways to in- 
sure physical and psv^hological accessibility to per-*" 
sons in need. Thus, in all clinical settings, there 
should be an appointment system, evening hours on 
a regular basis, a walk-in service for persons unable 
to schedule prior appointments, and a 24-hour 
telephone service! Specific^ patterns for effectively 
Cieploying staff are described best in relation to 
whether the catchment area is urban, suburban, or 
rgral in nature. The followihg examples of existing 
Massachusetts programs are presented as points of 
reference and hot as ideal models to be blindly 
emulated, " 

Urban , ^ 

The Cambridge-Spmerville Mental Heaith and 
Retardation Center combines centralized services at 
Cambridge ^MospitaL Cambridge Guidance Center, 
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and Somervllle Guidance Center with those which 
are increasingly neighborhood-based. Mental health 
services at the neighborhood level are integrated In 
neighborhood health centers, multi-service centers, 
and with such other careglving agencies as schools, 
settlement houses, etc. 

The population base for neighborhood programs Is 
15,000. When fully operational, staff deployed at the 
neighborhood level will Include two parapro- 
fesslonals, one psychiatric nurse, a one-half time 
social worker, a one-third time psychologist, & one- 
fifth time psychology student, a one-third <time psy- 
chiatric resident, and a one-quarter time psy-. 
chlatrlst. Although these personnel will operate 
within comprehensive health and human services 
centers, non mental health staff of the centers also 
will provide appropriate mental health services. As 
this staffing pattern evolves, ambulatpry teams also 
will be based in central facilities vyith each team 
covering two neighborhoods of 15,000 people each. 
The staffing pattern for these centralized subcatch- 
ment area aciult services should Include, one social 
worker, a one-third time nurse, a mental health 
worker.*^ psychiatric resident, one psychologist, 
and various students. A similar pattern would be 
required for children's services. 

All staff would function as generalists as well as 
specialists For example, the psychologist would be 
responsible for the overall care of a number Of 
clients In addition to doing psychological testing of 
other clients when necessary. Paraprofessionals 
employ generic mental health skills and perform a 
* range of functions including psycho-social ^valu- 
ations, individual, grou|D and family therapy, and 
consultation and education. Naturally, the more 
complex functions are perfornied only after training 
and ex'perlence in the human services field. 
Collaboration and consultation with a wide variety of 
other caregivers are stressed, including youth 
workers, social welfare workers, teachers, etc. 
Students and volunteers in a variety of disciplines 
also are used to provide services. 

Some staff are based centrally to serve people who 
prefer the arfpnymlty of that setting and who do not 
have a transportation problem. Staff with special 
capabilities alsd tend to operate from the central 
base. The ambulatory program In this model is 
linked to the» inpatient prpgram with the princlpaL 
therapist often contintaing i^n that role even when the 
client is admitted for; inpatient care. On some Oc- 
casions staff in theinpatient program provide after- 
care when clients^re transferred* to the ambulatory 
setting. 

Suburban • ^ " v t 

An example of a suburban ambulatory program is 
that conducted in Danvers by Liberty Street Asso- 
ciates, a private, proprietary corporation which 
provides services through contracts wKh various 
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human services agencies and directiy to the pubiic 
as well. Although It does not serve an entire catch- 
mer\} area, this ambulatory program model is novel 
in terms of its sponsorship and treatment approach. 
Although only the ambulatory service is described 
here, Liberty Street Associates offers a variety of 
services which collectively comprise a \o{k\ delivery 
system. Two administrative staff operate the entire 
program, and additional support is provided by 
secretaries and accounting staff. 

At present, a variety of ambulatory treatment 
modalities are offered by the equivalent of 12 full- 
time highly trained staff representing a variety of 
behavioral sciences. A staff approxirfiately double 
this size would be needed to provide complete am- 
bulatory service to a population of 10,0.000 people. 
Since personnel are selected on the basis of talent 
and ability rather than discipline and credentials, 
all are paid at the same rale by Liberty Street 
Associates. 

The treatment emphasis is on the client's family and 
social network, an appfi-oach With both advantages 
and disadvantages. Social network therapy takes 
considerably more time than individual counseling, 
but the staff considers this modality much more 
effective ^nd long-lasting in its benefits since staff is 
intensively, involved with client and social network 
^change. Prevention is, of course, also a major 
benefit. 

Personnel are on call 24 hours per* day, seven days 
a week. Agency facilities are open all day and in the 
evening, jstew clients are not arbitrarily assigned to 
staff. Instead, following the evaluation process, the 
client is matched with the therapist most able to 
meet his/her ynique needs: Staff are allowed to use 
a combination of modalities and services in 
assisting individuals and their families and are con- 
tinually being trained irr various special techniques. 
Among the treatment options offered by Liberty 
Street Associates to ambulatory clients are a Day 
School program for children of a family in therapy 
and a Life Skills program which is recommended in 
conjunction with active counseling. There is also an 
Activities program operated by three staff for 
children in groups of six to eight. 

«> 

Small City, Tpwn,>Village 

An ambulatory program model relevant to smaller 
geograptiic settings is that provided in the Ta^jnton 
area. It emphasizes social network therapy by 
operating through decentralized -neighborhood 
problem-solving or human services centers ^^fvTng 
self-defined neighbortjjoods of 10.000 people or 
less. Although som^may contend that this model is 
only applicabj^lo rural areas, it is worth noting that 
even urtpan or suburban settings often can be 
demarcated in term's of neighborhood locales of 
10,000 people. 



The staffing pattern utilized In one of the neigh^ 
borhood-based human services centers serving 10,- 
000 people Is one full-time directpr, who Is often a 
paraprofesslonal, and one professional community 
, nurse. Ten volunteer counseling teams are also 
used with four volunteers on each teanj? Up to 30 
additional volunteers participate In various ca- 
pacities. Approximately 80-100 volunteers, thus, 
are used in each center program, each person 
working an average of three hours per week not In- 
cluding training and other meetings. This staffing 
component should be multiplied by approximately 
1 0 to staff an area of 1 00,000 people. 

in additiprt, there are clinical staff based in the 
Taunton Area Office. At present, these include one 
psychiatrfst. one psychologist, and one nurse. Ideal- 
ly, area staff ^should include two psychiatrists, two- 
to-three senior* psychologists, two-to-three .Junior 
psychologists, and two community nurses. Area Of- 
fice staff also includes one area director, one 
associate area direqtor. three research assistants, 
and one tolwo secretaries, all of whonr) are heavily 
involved in conducting training programs for area 
staff and' volunteers. Most of the area clinical staff 
work out of the neighborhood centers with special- 
ized staff based In the Central Office to serve the en- 
tire area. The very large volunteer program now in 
operation requires that training be an active and 
continuous process. 

Many of the services are being provided by 
paraprofessionals and volunteer staff with pro- 
fessional staff assuming consultative and specializ- 
ed treatment roles including medical supervision 
when necessary. It is estimated that 50 percent of all 
ambulatory services being provided in this area are 
given by trained volunteer staff. 

Court Clinics 

The basic staff for each court clinic consists of a 
psychiatrist, social worker, psychologist, and a 
secretary. This model is expanded when necessary 
and feasible to include other appropriate personnel/ 
such as socfai work students, psychiatric residents, 
and community health nurses. The programs vary in 
size from the smallest clinip-tonsisting of a psy- 
chiatrist to the largest which includes four psy- 
chiatrists, nine psycjiratrlc residents (part time), six 
social workers^^rtd four social work students, two 
psychoioojst^and two secretaries. 



1=acilities,, ^ 

Facilitie^of both a centralized and decentralized 
type'are needed for ambulatory services. Central- 
ized^ettings are highly visible to clients and funding . 
so|/rces. They are attractive to clients shunning 
service in their own neighborhood. When linked to a 
general hospital, centralized facilities facimate 
referrals and third-party reimbursements. 
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DecQntralized services are becoming. Increasingly 
comrr^on due to their accessibility, e.g. Boston State 
Hospital's Neighborhood Service Center. The shar- 
ing of conimon facilities with other human services 
which practice within neighborhood settings has 
followed three models:' (a) psychiatrist as con- 
sultant, e.g. IVIattin Luther King, Jr. Neighborhood 
Health Center in the Bronx, New York; (b) mental 
health service operating Independently within a 
neighborhood health center, e.g. Westslde" 
Neighborhood Health Center, Denver, Colorado; 
and (c) mental health service operating as an in- 
tegral part of the comprehensive health center, e.g. 
Boston's Roxbury Neighborhood Health Center 
and Jamaica Plain Family Lite Center Mobite units 
can operate out of central or- satellite facilities, par- 
ticularly for home visiting programs. 

Costs 

t 

The staffing patterns described previously must be 
costed out both for staff salaries and fringe benefits, 
which approximate 80 percent of the total budget, 
and for other expenses. Additionally, staff assigned 
to other units may also participate in ambulatory 
care. 

Urban 

The Ambulatory Te^m pf the Cambrldge-Somervlile 
Mental Health Center is responsible for providing 
services at the neighborhood level and, therefore, is 
stationed In various community settings rather than 
in a central facility. Each team serves a population of 
about 15,000 people; approximately six such tean/s 
are needed to serve a population of 100.000. Such 
staff and their average annual salaries are indicated 
in table 2-5. 

In addition to this basic staff, three ambulatory 
teams are based in a central facility, i.e. Cambridge 
Hospital, and llnl<ed to the neigiiborhood teams. 
Each centrally based team would be aligned with 
two neighborliood teams; together they provide the 
totality of ambulatory services to their combined 
populations of 30,000. In an area of 100.000 people, 
three centralized teams would be comprised of the 
staff as indicated in Table 2-6. 

The cost per year for six neighborhood teams at 
$41,900 each totals $251,400; three central teams at 
$85,400 each totals $256,200 for a grand total of 
$507,600. It should be noted that the Cambrldge- 
Somerville Area does not presently have all of these 
staff resources in place, but this model is being 
phased in over time. 

The previously mentioned costs do not include staff 
to provide children's services for which jt can be es- 
timated that a similar staffing pattern would be re- 



quired \\\ ari*area of 100,000 people.. These costs 
al^o do not fnclude funds for overall administration 
of the memtal Ijealth center, for administrative sup* 
port staff, or* for the renting of nelghtJorhood 
facilftles— all requisite expenses In a corhprehenslve 
program. In sum. approximately $1,015,000 Is re- 
quired for direct service staff to provlde^ambulatory 
' servlces'to adults and children with additional funds, 
needed for administration and overhead costs, es* 
timated at 20 percent 4o 30 percent of direct per- 
sonnel costs. This amount does not Include adult 
court clinic services and pre^ooland retardation 
programs. ^ 

SubUFban 

Costs for Staffing 'the Liberty Street Associates 
proprietary model are based upon thQ fee-for- 
servlce standard. Staff are reimbursed on an hourly 
basis since this Is considered more efficient. The 
average staff person has approximately 25 to 30 
therapy hours per week. Since this model Is. 
proprietary and subsidies are unavailable, no sliding 
fee scale Is used. A'charge of $35 ppr hour Is made 
to all clients. Reimbursement to therapists is $17.50 
per hour with an additional amount, going for 
overhead including administrative salaries,' facilities, 
maintenance, and sOpport services sUch as aqcoun- 
ting, clerical, etc. The charge for group" Iherapy is 
$10 per hour. The therapist Is paid $21 per hour for 
work Witts groups. If there Is a co'thefapisl^ he/sfie is 
paid somewhat less; often, this second person is a 
staff trainee. . . -„ 

The Activities program for children in groups of six. 
to eight is conducted by three staff.- The cost is $10 
per hour perjphild. Average staff salary Is $10,000 
per year. SpeGlally trained staff are used for this 
particular modality, and large numbers of children 
can be served, ' 

Jn order to* estimate the annual cost of providing 
comprehensive ambulatory services to the entire 
D3nvers-Salem Area using the proprietary model. , 
an effort was made to document the volume of serv- 
ice being provided by a variety of private and public 
sources. Liberty Street Associates estimated that a 
typical staff person delivers approximately 25 treat- 
ment hours per week at a charge of $35 per hour. 
The equivalent of 12 full-time staff provide this 
volume of ambulatory services, and the estimated 
annual fee to Liberty Street Associates would be 
$504,000. Direct ambulatory services also are 
provided by state pefS^nnel located at: Dahvers 
' State Hospital, the/North Shore Child Guidance 
Clinic in Salem, the Court Clinic, and the Community 
Mental Health Resources Development Unit. The, 
last is a new service^operation directly responsible 
to the Danvers-SalenrArea Board. The equlvalentof 
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Table 2-5. Cambricfge-Sc«n$rville Ambulatory Team 
And Salaries: Neighborhood-Based 



staff 



Full-Tihie Salary 



Actual Salary 



2 Paraprofesslonals- ' 

1 Nurse • . 1 

1 Social Worker (one-half time) 

1 Psychiatrist (one-quarter time) 

•1 Psychiatric Resident (one-third time) 



$ 7.200 
12.000 
11.000 
24.Q00 
12.000 



n $14,400 

i2.oocr' 

5.500 
6.000 
4.000 

Total $41,900 



Tjabie 2r6. Cambrldge-Somerville Ambulatory Team 
vAnd Salaries: Centrally Based 



StaH , < 

1 f*aychiatrist 

1 Psychiatric Resident - 

1 Psychbiogist* 

1 Social Worker 

1 Nurse (one-third time) 

•1 Mental Health Worker 

1 Secretary 



Full-Tlme Salary 

.$28,000 
12.000 
16,000 ^ 
11.000 
12.000 
7,200 
7,200 



Total 



Actual Salary' 

$28,000 
12.000 
16.000 
11,000 

.. ^7:200 " 
7.200 



$85,400/ 



11 additional fuii-time ambulatory sts^ff are 
empioydd by these various auspices, generating an 
additional 14,892 treatment units per year, if th^se 
service units were purctiased from a proprietary 
source at $35 per hour, another $521»2g0 wouid be 
required. Saiem Hospital's Mental Hepith Unit is also 
a significant provider of ambuJatory care; in Fiscal 
Year 1974, It provided 4,949 uhits of service. When 
calcDiated at the rate of $35 per hour, the volume 
wouid cost $173,215. Added to the $504,000 of serv- 
ice generated by Liberty Street Associates, the'total 
estimated annual cost including saiaries, support, 
^nd facilities for the area would be $1,198,435.^ 

Small City, Town;* Village 

Costs associated with ti^e .ambulatory program 
conducted in the Taunton Area are based on a 



rretwork of decentralized iacilities supplemented by 
staff based in a central Area Office. Staff in each of 
10 deceptralized facilities include a director who can 
be a mental health wgrlcer, nurse, social* worker, etc,,*' 
an assistant and a clerk. This decentf^filized compo- 
nent requires 30 paid personneJ< The large number 
of participatirrg", volunteers ^Te not paid. Staff 
members bdsed centrally in the Area Office include 
two psychiatrists, two psychologists (Ph.Dr),* four, 
persons with master's degrees in ttie behavioral 
sciences, four nurses, three cj^k^ three tech- 
nicians perforrning a variety Qi^skL and two ad- 
ditional, ifllrect treatnrient staff men^oers. This con-"* 
tralizecK component requires 20 paid personnel.; 
Costs tor both tb^ centralized and decerntt'aiiz^^d 
coipponents are allocated qs^lollows: / X 



Table 2-7. Taunton Area Ambulatory Program Annual Co'sts 



Expanse 

Personnel (50) 
Travel 



Rent. Heat. Light 

Centers (10) 

Area Office 
Telephone 

Centers (10) 

Area Office ' 
Equipment and Supplies 

Centers (10) 

Area Office 
Miscellaneous 



Unit 
Amount 

$12,000 
600 

, (average for each 
of 50 personnel) 

4.000 
7.200 

2.400 
2.000 

1.600 
lOiOOO 



Coit 

$600,^00 
30,000 



40,000 
7,200 

24,000 
2,000 

16,000 
10,000 
10,000 

Total $739,200 



Income Sources 

Ambulatory services frequently are reimbursable 
from thtrd-p^rty sources, and a large number of 
Commonwealth residents now have some 'type of 
private healtn insurance providing at least limited 

• coverage for ambulatory service. This coverage will 
increase, significantly on January'<, 1976 as a result 
of recent state legislation^ mandating that private 
hospital and surgical insurance carriers offer such 
benefits to their subscribers. Up to $500 in -out-^ 
patient services will be covered over a 12-a:iQnth' 
period of time when proviced by a corgprehensive 
health service q^ganization. a licensed or accredited 
hospital, a Department of l/lental Health-approved 

^fs^cllity, or a psychiatrist oi licensed psychologist. 
Jhe Group Insurance Con^mJsslon of the Com-; 
monwealth, which negotiatesN^lth insurance for 
the large number bf state enn^Moyees and their 
dependents, is in- a key position to expand am- 
, bulatory mental health service coverage for many 
persons. 

^ A variety of federal, and state programs' already 
provide ambulatory coverage. The Civilian Health 
and J^edical Program of the Uniformed Services 
(CHaMPUS) is a broad health ihsurailce projgram 
• for active, retired, or deceased^ members of Xhe^n^ 

« formed services and their dependents* Benefit^^e 
available for ambutetpry services for /p^sons 

^ covered by this plan. The Veterans Adrpinistration. 
' while providing the majority pf such^e in its own 
facilities, nationwide spends 25^pBrcent of its am- 



bulatory service resources by reimbursing for care 
rendered In non-Veterans Administration facilities.* 

The state-admihistered Medicaid program In March 
1974 gained approval from the Massachusetts Rate 
Setting Commission to reimburse freestanding, 
mental health centers for provision of ambulatory 
^services. Similar arrangements werp negotiated In 
spring 1975 for Medicaid reimbursement to eligible 
family antl^hildren's service agencies. This is now a 
significanJi reimbursement sourcb for eligible, 
providers Serving Medicaid clientele. 

All of thesp reimbursement programs are 
categorical in ^nature. Spe'blfic groups and. in- 
dividuals have varying coverage which complicates 
the' process of billing arid receiving prayment. 
Generally, persons who are on public assistance of 
one type or another have some type of coverage 
which guarantees them service. This also gives 
^ them the fj0)flbility to shop for a provider of their 
own choice; Such persons primarily are dependent 
children under 21 and elderly 6ver 65. The large 
numl^r of low- and middle-income adults not 
cjovered by private health Insurance have the least 
^opportunity to get services with third-party^ 
coverage. - ^ 'X 

• ' • , ' ■ ../ . 

" An urban ambulatory center affiliated with a com- 
munity general hospital is able to bill various* third- 
party sbur&es includ[fng private insurance com- 
panies. Medicare. s(nd Medicaid. It also pan charge 
client fees. Ot\ c^lePting such fees. \We Center Is, 



. ^ Chapter 11 74 of the Acts of 1 9i3^^ 

^ * National Institute of Mental iHealth. Mgltlple Source Funding and Management of Cbmmunjjy Mental Health FacHltles, Department of 
- Health, Education, artd Welfare Publication No. (HSM) 73:9055, P. 32. ' ' V 



6ble to retain them under a contr^ctuqj anrangement* 
to olf^et operating costs without the fees reverting to 
the Commonwealth's General Fund. Such a cenjer 
retains much more money from third-paVty 
payments than do the "partnership** clinic? oprerated 
by local mentalxheaith .associations and \f(e Depart- 
ment of Mental Health. Despite recently negottated 
agreements regarding Medicaid fees, some 
partnership cilnlcs retain so little new money that it 
Is not economical to establish requisite bHIing 
systems. 

Income sources for a proprietary organi2:ation like 
Liberty Street Associates are as follows: 40 percent 
from private insurance companies, 31 percent from 
public agencies, and 29 percent from client fees. In- 
come f/om public agencies includes contracts 
written with schools for consultation and with state 
agencies other than the Department of Mehtal 
Health for purchase of services. Contracts with the 



Department are possible but have not been ex- 
ecuted to date. 

In the Taunton Area model, the vast majority of 
operating income Is derived from the Department of 
Mental Health with small amounts available from 
grants, municipalities, and miscellaneous sources. 
Ea^h of the neighborhood centers had been Incor- 
•porated as a private, nonprofit agency so that it can 
raise funds; but no billing Is being done yet. 

The clientele served by court ^clinics differs greatly 
from that of a traditional social work agency In that 
court clinic clients often are economically and 
sociallvdspriyed, frequently rejected, and/or un- 
motlValed. Slnc6 psychiatrid Services in the court 
systenyare mandated and involuntary, the income 
for supporting these services obviously must come 
fronvpublic sources. 
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Service 4: Day and ivenrhg Treatment 



Day and evening treatment has been highlighted by 
the 19Q5 federal community mental health center 
legislation and regulations as essential. It represents 
a dtetlnct anchor point in the community mental 
health* program's spectrum cff alternatives to 
hospitalization. Numerous studies ov^r the past 
deca*cJe throughout the United StatOs^have 
demonstrated cpncluslvely that this treatment 
modality is equal to, or superiot to, acute psychiatric 
hospitalization for a bropd ct^oss-section of 
significantly disturbed and disorganized persons 
who traditionally have been treated only In liipatient 
settings. The clinical findings apply to day and even^ 
Ing care provided prior to hospitalization ^as well a^ 
to treatment for those who hava had ferief Inpatient 
stays. There Is no doubt by noWthat the day treat- 
ment center, as an intensive treatment setting, otters 
meaningful alternatives to hpspltalization fof acute 
or subacute psychiatric problems. 

This emphasis represents, however, only one level* 
of the day treatment center's program and organiza- 
tion. It Is important to distinguish the other use of 
^thls modality It) caring for clients requiring longer^ 
^erm treatment and rehabilitation. This second 
group includes many for whom open-ended, long- 
term resocialization 'and rehabilitation are nec- 
^pary; for them, day and evening care also are es- 
sential services. 

Day and> evening treatment as a basic element in a 
comprehensive community mental health program, 
thus. invjDives a spectrum of program organization, 
treatment modalities, , and potential consumers. 
Since all catfchment aregs contain significant 
numbers of- present or potential users of the full 
spectrum of day and evening care, it is appropriate 
that, a variety of models and* Service designs will 
arise tq meet these needs. It is striking, however, 
that at^ the present time this .essential service is 
significantly uncletutilized in most of the state's ^ - 
catchment ar§as. It is promising to« note, tbough. 
that In recent yeprs d^y^nd evening treatment has " 
been one of thfe faslest growing service elements in o 
expandlnrg commumty programs. • 

There is sufficient e^oerience to indicate that the full 
spectrum 'of day and Boning care probably cannot 
be delivered .well in one'^EOgcam, and that at least 
two separate programs, serving two distinct clusters 
of patients are necessary in each catchmenf area. 
The programs can be referred to as Level I (inten- 
sive or acute} and Level II (long-term or chronic), 
but the practical realities are the same in any case. 

In current practice, most day treatmient centers offer 
services only during the usual business hours of 
9:00 a.m. to 5:00 p.m. Financial expediency and staff 
^teferences often weigh sTgnificantly in such 



decisions. Patient rfeeds, however, indicate that In 
many Instarlces treatment Is Just as essential In the 
* evening hours, from late afternoon to 9:00 p.m. or 
10:00 p.m. This schedule may be particularly rple* 
vant for those persons still able to maintain , 
themselves In occupational settings during the d^y. 
Evening treatment -centers also could^ provide a 
base for evening and night-time emergency serv- 
ices. Some day treatment centers have exper- 
imented with opening their program one or two days 
a week at noon,' instead of em-iier In the morning; 
and extending service Into the mid-evening hours. 

Some new stnd even established day and evening 
treatment centers report significant problems In 
finding and retaining clients. An Inondlnate part of 
the staff s energy" is consumed in maintaining an 
jadequate stream of referrals and preventing inap- 
• propriate dropouts, it is probably fair to speculate 
that in these Instances,' the cause is related to iinger- 
ing atifibi valence about this basic service as a 
legitimate alternative 1o 24-hour residential care. 
The problem may also be. related to the fact that 
Xhehe programs often develop and remain relatively 
•isolated, never truly Integrated Into the community 
network of mental health services. 

Organizational Auspices 

In order to avoid some of the previously cited 
problems, day treatment centers should not be free- 
standing. They must be formally affiliated, integral 
elements of the community mental health network. 
This structural arrangement can be pursued under a 
variety of public or pri\^ate auspices; as components 
of, or affiliated with, community mental health 
centers, general hospitals, or mental hospitals. 

While the same programmatic functions can be 
provided in a wide variety of physical settings, day 
and evening treatment centers located directly in a 
general or mehtsal hospital experience certain 
problems. This in no way reflects adversely on the 
quality of service offered by these institutions; 
rather, it emphasizes the principle that day and 
evemng treatment centers operate best In an am- 
biance iconveying-normalizatibn rather than illness. 
If such programs are to be located In a general 
hospital, rapidly rising costs and spacet^onstraints 
« make It essential' that they have separate budget 
copters to determine tru^e costs. It sh^juld be noted 
that a day or evening treatment progragj4:ari be ad- 
ministered very well as part of a hospital-based 
mental health system without the day center bping 
located on the immediate premises of the hospital. 

Program Content . 

The size of any day and evening center will vary In 



accordance with the catchment area's population, 
density, transportation patterns, etc. Based on 
average dally attendance, the minimum to max- 
imum number of persons served by any program 
unit within the center can^range broadly from 10 to 
76 enroiiees. Whe'n the dally census exceeds 40, ad* 
cditionai' treatment units or satellites with commen- 
surate staff Increases generally are Indicated. Often, 
a continuum of programs develops "gn the basis of 
ciierH performance levels and/or their special Serv- 
ice needs. In the most general sense, day and even-" 
fng treatment centers fulfill the following purposes: 

' Level I . - • . 

• An alternative to 24-hour rSSidential care for per- 
sons experiencing acute crises. 

• A transitional program for those leaving 24-hour 
care. 

• A pJrogram for intehmediate term rehabilitation of 
persorjs with long-tegm mental illness-related 
social and vocational deficits. 

Level II 

• A progrann for persons so seriously impaired that 
prolonged Institutional care would-be needqd ex- 
cept for the support and services of the day and 
evening treatment center. 

The treatment programs designed for any of these 
purposes must include resocialization and 
reh'abilitation since they are vital to facilitate com- 
munity reentry and adjustment. The terms 
resocialization* and rehabilitation imply restitution 
approximately to earlier levels of functioning. 
However, many participants in day and evening 
treatment centers^ (particularly at Level II) have 
never acquired necessary social and vocational 
skills; they must now be taught basic, rudimentary , 
capabilities. These skills and capabilities can be * 
learned only over extended periods of 'time; and 
Level II participants, therefore, must be provided 
long-term care, the possibility of Level II programs 
degenerating into "back wards" in the coiVimunity 
must be guarded agaiast. By housing LeveM and 
Level II programs in the same physical facility, this 
danger is reduced, costs are reduced, and the 
availability of specialized staff Ijs increased. 

Tjl^ core of a day or evening treatment program is 
"basgd in a therapeutic community which permits an 
individuaJ to find his/her own maximum level within 
a self-actualizing group. Such a quasi-community 
shares activities and responsibilities for its members 
as individuals and as a community. Meaningful 
decision-ntaking is fostered and encouraged. Out of 
this approach and atmosphere develop increased 
self-confidence, : self-responsibility, and self- 
correcting experiences fostering both individual 
growth and group identit^^. 

If the goals of "a day and evening treatment center 



are to be achieved, It^ ^services, should Include a 
variety of large and ^majl group activities, sched- 
uled and informal program, activities, individual, 
family, and group |herapy, and creative anrf ex- 
pressive therapy se,sslon|, (cmusic, drama, art, body 
movement, etc.). Group activities can Include, but 
3hould not 'be limited to, discussion groups on such 
topics as: coping with problems In dally living, es- 
tablishing personaF *hyglene and nutrition habits, 
and.beinj aware of current es?ents. 'Educational In- 
struction groups may focus on poetry, photography, 
cooking, public speaking, crafts activities, sewing, 
occupational therapy, newspaper writing (complete- 
ly uncensored), sports, ^etc. The^progcam content 
should be varied enough to appeal to at least the 
vast majority of individuals. Cultural awareness 
groups are criticaf in .hetei|5ogeneous communities. 
Thus, relevant progran) content should be available 
. ta.n}jBet the specific goals set for the person. 

Provisions should be made for. patient government 
in the center so that patients may play an active \p4e 
in pjanrjing a large portion of their dally program a^- 
tivijJ.e^Community officers can be elected monthly. 
.Activities may need to be* started by staff, or;; 
• volunteers, v&ith #ie patients brought into them by 
the leadership and enthusiasm Of these individuals. 
However, when activities are spontaneously initiated 
by patients, they should be encouraged and ap- 
propriately staffed by the center personnel. 

In addition to activity therapies, the center's treat- 
ment programs also should include when ap- 
propriate intensive psychotherapy, goal-focused 
counseling, and marital and/or family\|therapy. The 
specific therapeutic-oriented approacJ:ues utilized by 
a center inevitably will depend upon program 
design, the skills and treatment philosophies of its 
staff, and the availability of speciaiized personnel. 
Thus, treatment approaches at some centers also 
may include behavior therapy, ge^Jtafriech n i^ftte^ 
etc. Regardless of the specifi9^ements in any> 
center, medical diagnosis and prescriptional med- 
ication by a qualified physician should be included 
as a basic part of the treatment program. ^ 

The rehabilitation component'of the program should 
be multi-dimensional and include in its objectives 
helping persons achieve maximal independent liv- 
ing. Whenever possible, full-time empl^yrfient 
should be considered a goal. Where appropriate 
and desired, full resumption of a relevant role in the 
home Vnight be an appropriate end goal. When in- 
dependent functioning cannot be achieved, place- 
ments in the community on voluntary tasks should 
be considered, these latter placements could be 
used either as terminal or as work-conditioning ac- 
tivities, depending on the goals established for each 
person. The center's vocational rehabilitation efforts 
can be facilitated through active linkages with state 
agencies such as the Massachusetts Rehabilitation 
Commission and the Division of Employ meft.t 



Security. Sheltered worKshops emphasizing work 
SRIIIs and habjts leading to regular outside employ- 
ment can be integrated or affiliated components of a 
day treatment center. 

A number ot centers have found that by developing 
an Alumni Club, an important open-ended link is 
provided many patients and their farnllies for whom 
the center* is the only or major sppiai contact.' This 
group, in turn, can be^quite helpful and.'in turn, Is 
helped by working with newcomers to the center. . 

Policies and Proceducea 
The day and/or evening treatment center's goal of 
client self-reliance Ihrough active therapy can best 
be achieved when specific policies and procedures 
guide the center's activities. Necessary guidelines 
include at least the following! 

1. A stateiment of objectives and personnel 
responsibility. 

2. A written admission policy describing the 
- criteria "for acceptance into the program; the 

criteria should be as broad as possible and in- 
clusionary rather than exclusionary, imoortant 
criteria include:^ ( 

• Willingness and ability to ac(?6pt a\thera- 
pedtix^ contract. 

Wlllihgness and physical ability to attend and , 
participate in the program activities. 

• Status as an outpatient or an inpatient in the 
final stages of hospitalization.. ' y 

• Residency within a practical cormliuting dis-/' 
tance. ■ ^ \/ 

• Self-medicatipn status (this is desirable buf^v 
should ndt exclude alternate methods of 
receiving medication). 

3. A written intake policy which includes pro- 
cedures for multi-staff assessment of each in- 
dividual and review by a designated intake team 

. of each patient's problems and treatment plans. 
This review should include participation by a 
psychiajrist,^even if only on a consulting basfis. 

4. An active treatment plan for each patient based 
on an assessment of the individual's functional 
problems and specification of treatment goals 
relevant to each problem. The treatment plan 
should include a schedule of the individual's 
program activities, recommended frequency of 
attendance, and anticipated length of treatment. 

5. A requirement that each individual enter into an 
explicit, negotiated. agreement to participate in 

^ program^activities as specified in his/her treat- 
ment plan. 

6. A procedure for periodic indepth review of each 
patient's goals and treatment plan. This indepth 
review should be done within "20 attendance 



7. 



8. 



10. 



11. 



days after admission, and at least once every 40 
(60 in Level II) attendance days thereafter. This 
review should involve the "case manager" or 
"primary therapist" and at least two other staff 
members. The team members and each patient, 
where appropriate, must review any substantial 
changes in patient goals and treatment plans. ' 
A weekly staff meeting at which patient 
problems, group issues, and activity plans can 
be InflividUaiiy reviewed. 
A policy that relatives or friends supporting the 
patient be "involved regularly, or at apm^opfiate 
mtervals, in progran] activities and plans. 
Written procedures for referral for col- 
laborative treatment or discbarge and follow- 
up. _ -r-—"' 

Written procedures tor referral of patients to 
other community facilities for specialized/ 
evaluation and treatment services not provided 
by the day or evening center. 
Formal recordkeeping is recommended to 
facilitate referrals. 



Numerous advantages are evident in the policy of an 
explicit maximum length of stay for. patients in the 
Levej I program. Many centers have fix'bd this limit 
at six months, with procedures for exceptions for an 
ad^Wtional threq months. The Average length of 
fatient stay in ^a number of programs is ap- 
'proximately 10 to 12 weeks. The*clinical issue which 
is particularly central, for those persons who have 
anHnstitutional experience is their expectation 
of perpetual passivity and dependency; the max- 
imum length-of-stay "contract'* keeps thi^s issue in 
the forefront of the therapeutic program. 

No maximum time limit nee^l be set in the Level II 
program. These programs are designed to keep 
people for as long as they might need to be*in them. 
This population tends to be fairly stable but chronic, 
arid the program must tolerate great deal more 
dependency from its participants. 

When the wide-nanging responsibilities and services 
of day and evening treatment programs are placed 
in perspective, it is clear that they cannot function in 
isolation from the human services system if their 
goals are to be achieved. Thus, the center must 
have explicit,formal, and direct administrative links 
to other facilities such as hospital inpatient services, 
hospital emergency services, community resi- 
dences, social clubs, community workshops, and 
other community life-support agencies. When ^all 
relevant ti^eatment facilities come under the direct 
authority of the Area Director, administratively or 
contractually, continuity of care and accessibility 
should be assured. 



' Trte Day Treatment Center Organization and Therapeutic Programming, Program Guide, Veteran's Administration. Wasliington. D,C„ 
DecemberQ. 1974. G-10M-2. PartX. P. 3-1. * 
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staffing Patterns V 

In hiring staff for 9 daT'ancI evening tr^ati^i^ 
center, consideration should be given not only to an 
Individual's quaiificatlonsT but also to his/her In- 
teres^s, abilities, and motivation to function In an In- 
novati^^ treatment and rehabilitation setting. Ex- 
perlence^icLjlay or evening treatment centers has 
showo that many personnel without formal graduate 
training are highly skllfful In assisting patients. Ex- 
perience also has shown, however, that day and 
. evening centers should employ si<llled professional 
staff from a variety "of disciplines. T3a^ are con-- 
siderabie advantages to ert^loylng ytJapable resi- 
dents of the neighborhood andsllrm^ community as 
mental health associates. Sufcfr-persons?* not only 
mai<e appropriate conp^tlons to the program, but ^ « 
they also facilitate linkage witii the community; 

Stafflng^attferns shjpuld vary with the \^e\ of inten- 
sity of tR^reatmejnt services. Therefore, itois ap- 
propriate to expect that a Level II program would not 

* require that all staff have extensive formal mental * 
health training. Natural Interpersonal ski^s and 
talents with ability to use appropriate supervision 
and capacity for long-term stable commitments are 

.'the essential requirements' for staff In this type of 
center. Howev€y, skilled staff should partlclpalft^ln 
diagnostic workups, in -determining he appropriate 
components of the treatment program, and in 'the 
periodic review of the treatment progfam. 

The following staffing pattern identifies personnel 
that various federal and state ag^encles consider ap- 
propriate. The hlgm^cific format Is not intended ' 

• to Imply tl^at alternative appfoachtes to staffing such * 
programs should not be considered. Nevertheless, it 
should be kept in mind that future funding of these 
programs )wlll fiepend on meeting accre^ation 
standards which emphasize staffing patterns and 
capability to perform stated program functions. 

It is unnecessary to require that a physician serve as 
program director. Such a professional should be 
considered for the joB of program director only if 
he/sh^ has the skills and interests to work vyithin a 
rehabilitation program modeLJthe basic principle 
must be that the'^ most cffl^fied mental health 
professional regardless of discipline wlii be choson 
as Jhe progr*am director. Similarly, the salary of Ifie 
director stiouid be commensurate wiyrtfie scope of 
his/her overall responsibilities rather :han being tied " 
to his/her 'professional degree. This^^laty sc^ie 
should be flexible ehougb. l^-^mp^nsate an in- 
dividual according to the scop^, breadth, and com- 
plexity of the^ program being adrY}inistered. Roles 
and personnel include the foiiowinc 

Program Director 

Qualifications: A mental health profes^nai witfi at 
Heast a master's degree and a minimumvQfJj/o to 
five years of feiinicpi and administrative experience 




which ma^ include fuii*tlme*graduate or postgrad- 
uate training, experience and rejsponsibillty; one 
year of experience must be in a therapeutic milieu 
program, if an Individual does not meet' the 
professional degree requirements, at least fuve 
years of progressively responsible administrative 
and clinical experience should be considered as a 
reasonable substitute/ The mental health 
profes$lon&1 in charge of the (Jay or evening treat- 
ment, center program should be designated; Difec- . 
tor. Day (or Evening) Treatment Center; when 
program si2:e requires, another individual may be 
designated: Assistant Director, Day (or Evening) 
Treatment Center. 

Duties: The directorship of a day and evening treat- 
ment center is considered a full-time position. The 
director should have complete professional respon- 
sibility for aii*ciinica^ and administrative functions 

> within the center. He/she shouid^have responsibility ' 
for the hiring of staff, th^r^work assignments, 
arranging for supervisign^.'ahd subsequent evalua- 
tion. The director of the day or evening treatment 
center could be administratively responsible to the 
Area Director, or to such person as?is designated by 

.the Director. 

Psychiatrist (Part-time) 

Qualifications: An M.D.-registered in Massachusetts 
and who has^compieted at least three years of acr 
credited psychiatric residency. 

Duties: Responslbje 'for the mejllcal/psychlatrlc 
assessment and medical tTeatmentof patients, and 
consultation with staff on program objectives and 
activities. Under most conditions, it is expected that 
the psychiatrist would be a part-time staff member; 
however, the position could be a full-time one when 
the program has reached sufficient size, has com- 
plex medical needs, and the psychiatrist is in- 
terested in working within a day treatment model. 



Psychologist: 

'clinical skills. 



A licensed psychologist with relevant* 



Psychiatric Social Worker: A graduate from^an ac- 
credited School of Social Work with at least one 
yearof*relevant ciinlc^lc€^erience, 

OccupatlonalTlRehabllltatlon, or Activities Thera- 
pist: A bachelor's degree" graduate from an ac- . 
credited college with one year of relevant clinical ex- 
perience. * ^ 

Ps^hlatrlc Nurse: A^masterJs degree graduate In • 
PsyWiidtric Nursing with at least one year of relevant 
ciiniclii experience, or an R.N. with at least three 
years of ^Appropriate psychiatric experience. Li- 
censed Practical Nurses or Psychiatric Technicians 
also should be included. 

The foii^lng staff constitute the core professional 
persbnnei, and they should work fuii-tlroerprogram 
director, social workeP^^urse, and occupSfcmaU^^ 
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other therapist. Other personnel skills relevant to 
the services of a day and^ evening treatment center 
are those of music, art, and drama therapists. As 
with other mental health services, former patients 
can make a unique contribution to a day and even- 
ing treatment center's wojrk. They should be hired 
when possible for appropriate positions. Day and 
evening treatment centers also should be> en- 
couragedL to devise programs, for students and 
volunteers. The former are readily available at local 
colleges and universities having mental health- 
related curricula with practicum assignments. It is 
imperative, however, that adequate supervision and 
consultation be provided for students and volun- 
teers. A staff to patient ratio of 1:5 or T:6 based on 
average daily attendance and level and intensity of 
therapeutic program would provide adequate treat- 
ment resources. Additional staff would be required 
for such support functions as secretarial, cleric^ 
bookkeeping, and maintenarree. ^.^^-^ 

S^ral centers'in various parts of ttie^ate should 
bdK^elected as model training facilities for newly 
hired» inexperienced professional and paraprofes- 
sional personnel. The training, programs offered by 
these centers should deal with both the clinical and 
administrative responsibilities involved in operating 
a day and.evening"treatment facility^ ^ 



' Facilities ' " 

Location: Day and evening treatment centers may 
show pofisiderable variation in the location of their 
physical plant. They can be located within a general 
or state hospital building or be part of a community 
mental health center. Some centers are located in a 
separate building on the hospital grounds; others 
are located from several blocks to many rfiyes away 
from the hospital. Simple, flexible program space is 
the most important determinant. Distance from the 
hospital setting will strengthen the social rehabilita- 
tion goals of the center and give patients a greater 
sense of autonomy in achieving their therapeutic 
objectives. It is strongly recommended that the 
facility^e located in tlie center of its community so 
that both psychological and geographical acces- 
sibility are"facilitated. " J ' 

Transportation: Though particularly pertinent to 
rural centers, the iss-ue of transportation also must 
be addres sed by UL fc ^ i ceiMurs jrid o jspecially by 

^. JTTing treatment centers. Eas§ of access to 

the center for both the acutely disturbed* patient and 
the ofttimes less-motivated chronic batient becomes 
iryrfeaslngly critical when daily or hearVdaily atten- 
."^iance is required. Ttie day or evening center must 
address this need and federal resources are 
available for develo^^ing trans^Dortatlofi services, e.g. 
Qep3rtni,ent^of Transportation, Elderly Affairs, and 
Developmenrtal' Disabilities funds |Tiay be sought for 
this purpose. Local revenue sharing furWs also have 



been tapped in some communities for th# one-^time 
expensc^of purchasing vehicle! 

Space: Space allotments for needed facilities vary 
in direct proportion to the program's: size. The 
following suggestions for spaqe allocation are based 
on standards considered to be in the range of very 
adequate to ideaK The square footage and variety of 
rooms, may not be attainable for "all programs. In 
general, a light, airy, homey atmofsphere is desirable 
with a minimum of 2,500 square feet. Beyond the 
2,500 square feet minimum for 10-15 patients, it is 
recommended that an additional 129 square feet of 
space per patient be provided. The space should be 
arranged so as to permit the varied functions of the 
center, tp occur as effectively as possible. De- 
pending'^ upon local costs and available funds, any 
or all of the following could be included in the 
center: 

• A living room large enough to allow for non- 
instttutional groupings^of attractive, comfortable 

• home-like furniture. This room would be used for 
formal and informal gatherings, primarily of a ver- 
bal nature. 

• An activity room corresponding to a home rum- 
' ^ pus ro©fn or recreation rOom would be used for 

^ active group gatherings. It would normally contain 
billiard and ping-pong tables; folding tables and 
ehairSo^and sliding accordion doors increase the 
f lexibility of this space. 

• A kitchen is important for promoting social and 
homemaker skills and serves educational pur- 
poses as well. It should be large enough to.ac- 

^ , commodate groups for classes in suph activities 
as economy shopping, personal meal prepara- 
tion, and thd preparation of group meals. Par- 
ticularly for older women and more chronic 
patients, this area can be the focal point of their " 
rehabilitative program. 

• Creative skills activity areas for occupational and 
manual arts therapies should be nearapijropriate 
electrical outlets and water, sound deadenOT>^nd 
located well away from other verlUl activity areas. 
Open space for body movement^^sl^ama, etc. as 
well as a closed, soundproofed room for music 
are very useful. 

iice space should include an adequate work 
area for all staff, with the ideal b&mg one office 
per full-time staff member.^Sufficient sup- 
plemental space should be allotted for clerical 
functions as well as for students and consultants, 
Group rooms will vary in number and size accor- 
ding to the philosophy of the prograW. These 
rooms can accohimodate such activities as group 
therapy, group discussions, family groups, com- 
mittee rpeetingjs. staff meetings, etc. 
A physical activity ar^a is used for^larger motor 
activities and minor gymnaBiig pu-ograms (refer to 
previously mentioned-^eative skills activity 
areas). 
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A sheltered workshop, no matter how modest, is 
suggested for Inclusion, wfthin larger facilities in- 
cluding specific space for work-potential assess- 
ment. 0 



oi dlli 



Cos^s 

The costs oj ct^livering human services depend 
largely on staff-salary experfditures. This salary ac- 
count may vary greatly, depending on the profes- 
sional disciplines from which personnehare drawn, 
their length of experience, and btfier such factors. 
As was indicated previously, the oljJSter of $kills 
needed to operate day and ev^ng treatment 
centers can be drawn from a wlda-*^ per- 
sonnel pool. The following positions aJr^d disciplines 
are usually* associated with this ty^te of program, 
either on a full- or part-time b^is:- program ^ad- 
ministrator; clinical psychologist; psychiatric sdcrar 
worker; psychiatric nurse; psychiatrist; qc- 
cupational, recreatlonsilr- or activities therapist; 
special c^iinsjX^rgor .therapists and aides; 
secretaile^^an^lerlis^^ and maintenance personnel. 

The total costs for day and e\/ening treatment 
centers, in general, wmCbe based oh a program 
serving an average daily cei^sugijL2IUQL20jPatients. 
This average is -fcased onydTrecenX D^^DarTrrT^ of 
Mental Health projection t/iat, in the neartWure.Jboo 
to 1,000 persons jn the itate should be serveaby 
such programs. Budgets for these prograp?fs now 
ai-e being forwarded to the Department & Mental 



Health and will be available for referee In deter- 
mining specific expenses. It 1$ antlclpaibd that the 
average cost per patient will be betwee'n^2S40^35 
per day, based on a prpgram serving 20 to 30 
patients. 

Income Sources 

A task force, composed of members ,of the 
Departments of Mental Health and Public Welfare, is 
at present negotiating with the Rate Setting Com- 
mission for a per diem rate of reimbursement. The 
established rate will be In effect for orfieyear or until 
such time that the Rate Setting Comrojssion can es- 
tablish an Individual rate for 'each facilMy. This rate 
will be used to gain reimbursement foj! the cost of 
services rendered patients coveredr^y Medicaid 
and Workmen's Compensation. Other third-party 
sources Include Medicare, cbmmerciai insurance 
carriers, patient fees, and local governmental and 
philanthropic support. All of these reimbursement 
sources are r§!57aqt, but fiscal vlabHity is predicated 
on the assumption that the DepartmeYit of Mental 
Health will make initial startup funds available to 
provide the services which will be billed for fgter. 
Again, In this instance, it is iniportant that the billing 
be done by a corBorate entity other than the Depart- 
ment of Merttartnealth so tha^j:ebeipts can be re- 
gained for future program use. This is the most 
effective way tc9<insure some type bf absolute 
resource growth and stability under foreseeable 
fiscal circumstances. 
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Service 5: Vocational Rehabilitation 



Great progress has deen made in recognizing the 
Importance of the p^tlenfs family and network of 
social cbntacts and siipports. Treatment in the com- 
munite^makes possible an alliance between the 

Seiiit|%|^jital health professionals, and the par 
fs fam^pgpf-friends to help the individual mairj- 
a family role. Frequently, the patient's illness 
significantly undermines relationships with such 
•figures and damages the patient's ability to function 
socially so that intensive- and even pro(pnged 
therapy must be done in these areaf§. It is a credit to 
the community mental health ^ systejn that it 
recocknizes the need for such help and that it is be- 
ing d^e. 

The patient's need to establish and maintain his/her j 
position in the field of employment has not yet, I' 
however, received comparable attention despite the 
fact that our culture continues to place strong 
emphasis on productivity and self-support. Voca- 
tional skills are learned later in life, often after the 
onset of illness, but the patient's illness often im- 
pairs eg"o functions that are essential to vocational 
functioning. Employers and coworkers also typically 
have less of an investment thah family and friends in 
maintaining a viable relationship with the patient, 
making the task of vocational rehabilitation for- 
midable. Yet, the significance of work in the building 
of a positive and viable Identity, and in the accep- 
tance of the individual within the family and social 
network, as well as the community-at-large, is so 
central that vocational rehabilitation must be Includ-' 
ed as an essential and integral component of com- 
muaity mental health services.' * " ^ . 

Rehabilitatidn as an approach to helping the mental- 
ly ill sets forth the expectation that a person function 
at the highest level at which he/she is capable^ 
emphasizing appropriate social behavior and voca- 
tional achievement. Rehabilitation focuses directly 
on the individual's strengths, helping him/her to 
become aware of, rely upon, "and build upon them. 
Work activity is seen by the patient, family and . 
friends, and community as a concrete manifestation 
of this strength. The work setting is also a vehicle 
through^which the individual can develop interper- 
sonal skills, and a sense of confidence^ In the 
soundness and resilience of his/her identity. The 
strifckire which work activity offers provides ihe in- 
dividual with day-to-day support and a sense of 
security. Finally, the work setting offers a mode for 
"reality'testing" to disorganized or socially alienated 



individuals. Through the direct guidance of work 
supervisors and the appropriate role modeling 
which they offer, the individual can be helped to 
restructure unacceptable behavior and to develop a 
positive identity based on the ability to behave ap- 
propriately. The acceptance and approval which 
such appropriate behavior elicits from others help 
reinforcdthis behavior. 

Organizational Auspices 

A variety of state and private agencies provide 
vocational rehabilitation services to the mentally ilF; 
however the Department of Mental Health and the 
Massachusetts Rehabilitation Commission each, 
have mandated responsibilities in this area. 

Chapter 735, the Massachusetts Community Mental 
Health and Mental Retardation Act, designates 
rehabilitation services as one of the service com- 
ponents needed In an area based community men- 
tal health system. Rehabilitation services include 
residential, vocational, and social programs for the 
mentally ilT>«ie-ftjll range of rehabilitation services 
must be reragnized as an essential program com- 
ponent of a community mental health service if 
patients, particularly long-term, chronically ill .pa- 
tients, are to live in the community. Vocational 
rehabilitation and other rehabilitation services are 
recognized In Chapters 735 and 991 as essential to 
the deinstitutionalization and community functioning 
Tof the mentally retarded. They are no less essential 
for the mentally til. 

Since 1943, the federal-state vocational rehabilita- 
tion program, ad'ministered in Massachusetts by the 
Massachusetts Rehabilitation Commission, has 
been mandated to provide vocational rehabilitation 
services to the mentally ill as well as to the physicaljy 
disabled with the goal of enabling the disabled to 
become employed. The Federal Vocational Reha- 
bilitation Act of September 1973, directs state 
vocational rehabilitation agencies to serve more 
severely disabled as a priority. The mentally ill are 
specifically included Jn the regulations outlining the 
severe disability groups targeted by this legislation. 
. The goal of employment remains the basis for" 
providing services; however, this population will 
^ often require long-term, comprehensive services to 
^function in sheltered or competitive employment. 

A new opportunity, thus, exists for the Department 
of Mental Health and "the Massachusetts Rehabijita- 



' Several of the following recommendations were first set forth In Helping All The Handicapped: The Repdrt Of The Massachusetts 
Vocationai Rehabilitation Planning Commission. Although the Report, commissioned by the Massachusetts Rehabihtation Gommission 
(MRC), las published in 1968. the specific recommendations cited here have yet to be implemented- It is our hope that this Manual will 

v^itomote and facilitate such implementation.. ^ 
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tion Commission to work cooperatively in meeting 
the vocational rehabilitation needs of chronic 
patients. In order to do this, It Is necessary for the 
Department of Mental Health, and each of Its area 
community mental health programs to becomg 
directly involved in the delivery of vocational 
rehabilitation services. This Is necessary tOr the 
maintenance of continuity of services, fo tfie full 
utilization of Massachusetts Rehabilitation Comniis- 
slon resources, and to the execution of the Depart- 
ment of Mental Health's responsibility'^ for' the 
maintenance and reintegration of the emotionally 
disturbed individual in the community. 

Top-level administrative support for cooperative 
planning Is vital, but actual programs must take root 
at the area level While each area Is mandated to 
assess the needs^and assure the providing of these 
services, actual delivery will be undertaken under a 
variety of private and public auspli^es. The network 
of vocational rehabilitation services will probably 
vdry considerably from one ansa to another de- 
pending on such factors as density of population, 
availability of public transportation, and the nature 
and extent of employment opportunities. The need 
for expansion of vocational rehabilitation facilities in 
each area will depfend on the availability and quality 
of present resources and the mcrease In demand for 
these resources as concerted efforts are made to 
keep patients in the community. 

Program Content 

Rehabilitation Services ; 

The process of returning or Introducing the patient 
to work activity and then helping him/her to 
progress within this "world of work" involves the 
rehabilitation worker in direct client work as well as 
in program development. Since frequent, or at least 
periodic, fluctuations in functioning are widespread 
for many psychiatric patients, mental health reha- 
bilitation In contrast to rehabilitation of the physical- 
ly C]|(isabled tends to assume a more open-tended 
quality. Depending on the patient's need for long- 
term services, evaluation and counseling may be an 
extended process with changes in work placement 
reflecting the ups and downs of the patient's condi- 
tion. For most patients, the rehabilitation process 
will result in a gradual increase in functioning and 
maximizing of potential. 

Comprehensive Planning, Coordination, and Con- 
sultation: A rehabilitation worker should par- 
ticipate as a team member In intake, comprehensive 
treatment planninq, ongoing assessment, case con- 
ferences, and jznscharge planning. Thus, each 
patient has ihe/oeneUX of ^ treatment pidn which in- 
luyiu'iuo iufjtn from all relevant disciplines and is im- 



plemented in a well-coordinated way. 
Evaluation and Counseling: These Services are 



performed by a rehabilitation counselor so that each 
patient can be placed In the highest level of work ac- 
tivity at which he/slie can achieve success Im- 
mediately. The patient Is then helped to proceed to 
the highest level of work activity of which he/she Is 
ultimately capable. Vocational and rehabilitation 
evaluation overlaps with overall cllnib^l assessment 
and shoulcj be done upon admission asswell as on^^ 
continuing basis thereafter, Evaluatiorr is based 
upon data from a number of sources: (a)* patient 
history with special emphasis on education, training, 
and previous work experience; (b) the observations 
of the rehabilitation counselor In counseling ses- 
sions; (c) the cMnlcal judgments of other mental 
health workers Involved with the patient directly or . 
on a consulting basis; (d) formal tests, both written 
and performance, on aptitude, work tolerance and 
Interest; and (e) patient behavior in work activity 
placements. 
\. 

The counseling relationship is the structure In which 
the vocational rehabilitation counselor and patient 
work together most directly. This relationship begins 
at an early point in the patient's treatment and may 
transcend movement from one unit to another, 
based on fluctuations in the patient's condition. The 
relationship represents an alliance between 
counselor and patient to work together to develop 
short- and long-term plans, effect placement, cope 
witlTi problen\s>of vocational adjustnient and obtain 
necessary support. Counseling may be structured 
on an IndlvlcKjal or group basis. The fatter may be 
established as an adjunct to other treatment 
modalities In individual service units. For example, a. 
vocational counseling discussion group may be one 
of a number of activities in a partial hospitallzatlQh 
^program or an evening vocational counseling giK)up 
inlght be held in a residential facility for those work- 
ing during the day. Patients should bia^ncourMed 
to take maximum responsibility in this prOQess as a 
means of promoting increased autonomy. 

Placement and Interfacing: Within the community^ 
mental health system, the rehabilitation worker Is 
responsible for advocating and overseeing the 
placement of patients into appropriate work ac- 
tivities. In relationships with these program units, 
the rehabilitation counselor develops and cpor- 
dinates mechanisms which perniir the smooth un- 
impeded entry of patients into' ^ork activities. Ap- 
propriate counseling activity also is ehh'anced by 
sound relationships with treatment, residential, and 
wol'k activities personnel. ' 

'/ - ^- •■ 

The rehabilitation worker also has responsibility for 
placing patients in work activities In the community. 
In this eapacity, he/she works with professionals icr 
othpr agdhcies or with employers who may arrange, 
finance, or directly provide training or \ArorRs^ctiviti0s 
^including competitive employment). 
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\A^rk Activities 

Tf)e work performed ^by psychiatric patients nee 
not be only in the competitive work force. Patients 
who are unable, at any given time, to meet the 
demands of competitive employment can be |Sro- 
vid^d with meaningful, relevant, and dignifiib work 
actLyjty at a level at which they can experience some 
success. While many can* then progress to more^ 
Ambitious work activities and to competitive 
e^piployment, others may only be able to sustain 
their vocatioodl functioning in a sheltered settir 
Suitable w«rk' activities must be available to 
patients, regardless of their level of functioning. 

Acces% to such work activities must be smoothly 
and easily achieved, with free movement 4^etween 
levels of work activity for those whose level of func- 
tioning suggests advancement to a higljer level, or 
retreat to a less demanding -work setting. The first 
priority is to ^ee'that a variety of work activities exist 
which provide for a continuous progression from the 
most basic activities of daily living and graded oc- 
cupational therapy activities to the training and 
placement of patients in responsible positions i/i 
competitive employment. JSuch work activities can 
and should overlap in terms of acceptable levels of 
functioning so that options will be open to patients 
and their counselors. It is essential that nagaps re- 
main lest a patient be blocked from advancement by 
having to go from too easy to too difficult a place- 
ment. 



Occupa|)onal Therapy: Inpatient and partial 
hosphalization programs include dcti>]rities of various 
kinds, such as manual and creative ai^ts and tasks of 
daily living, which assess and develop the patient's 
ability for self-care and for performing a task in 
response to the expectations of qthers. A variety of 
such activities must be provided in these treatment 

settings, with ongoing evaluation of the patienttff" — ^ lj^-,^i4«i -r*»iJi^^ n»^^»«v^. 
cognitive, perceptual-motor. and interpersonal !^.?ffJl^i.?^°.'^?^^^^^ 



Workshop-Work Activity Center: A w6r1<shop 
'should h§ive 9 close relationship with the treatment 
setting and place minimum demands on the patient 
in terms of reiiablHty and established/work habits. 
This vjlorksWp, should accept refdrrals quickly 
Iwithokrt the delay of a formal or extensive intake 
procMure. It should permit work activities vyhich are 
simple and easy for patients whose vocational, and 
social^skills are minimal and who might still be 
preoccupied, disorganized, or behaving Inap- 
propriately. Patients' programs would vary from a 
fewlDours a week to a full workweek, with enough 
fiexlDlJity sq that change^ could t\e made promptly 
in response to a patient's progress^or to flaflups in 
his/her symptoms. Sufch a workshop program could 
b0 estabft^ed and/ operated directly by the mjenlat 
tv^lth Vehabilitation team, or by a special cofttrac- 
^ual arrangame/it. A system whereby fees are 
^aHTdnged on \a per-client basis, such as the typical 
contractual ^nmngement between the Massachu- 
setts Rehabilitation Commission and private 
workshops, may E\e unfeasible for such patients. 

STheltered Workshops: Workshops which mor6 
closely simulate actual competitive employment 
would be a next step. They should offer ia variety of 
work and job training experiences for both tran- 
sitional and extertded empfoyees, require a higher 
level of com^mitment, in</estment,-and functioning, 
>^nd involve a more formal and extensive referral 
procedure. The Massachusetts Rehabitftation Com- 
mission model of authorizatiorf and sponsorship on 
a per-client basis would be feasible; and, in fact this 
is the typical workshop service provided by the 
Massachusetts Rehabilitation Commission In most 
areas. Once again; pay would be at the established 
workshop rates. 



functioning. For some patients these activities will 
represent a stabilizing structure of easy tasks which 
help them to control their emotions and behavior 
and return to a previous level of functioning. For 
more regressed indivfduals, these activities repre- 
sent a tangible achievement, and a beginning level 
of sati^f^ng. successful work activity. 

''Specific y/ork Activities in Treatment and 
Reh^biiHation Settings: Within full and partial 
hospitalization. programs, halfway houses, psycho- 
social rehabilitation programs, and social clubs, 
such activities as meal preparation and serving, fur- 
^niture set up. light cleaning, and the maintaining and 
posting of lists, schedules, and announcements can 
;be organized into a program of limited structured 
work. Activities which are therapeutic as well as 
niicessary to the program's functioning can be the 
-respbnslbiiity of the clientele and, thus, foster, 
responsibility, self-sufficiency, cooperation, and 
self-esteem. % 



State hospitals 

historically have depended heavily on patient labor 
to help carry out maintenance functions. The 
Sauder decision^ (December 1973) ruled that the 
minimum wage provisions of the Fair Labor Stan- 
dards Act now apply to working patients. To facil- 
itate deinstitutionalization, state hospitals should 
prepare working patients for meaningful jobs' in the 
community. By spring 1975 it is expected that tasks 
will be identified for each work area and clustered to 
correspond to community jobs. Patients would be 
assigned to a job cluster arjd trained according to 
the job requirements with attention given - to 
developing work adjustment skills and identifying 
unacceptable social behavior on the job. Patients^ 
gaining proficiency would be considered for com- 
munity placement. Compensation would be made 
according to the Fair Labor Standards Act'^ 
provi,sions based on prodi^ctivity. Under the law., 
persooal chores and the maintaining of one.'s livir 
area would be exempted providing that they do pfot 
exceed one to two hours per day. 
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Primary Manufacturlnfg: State hospitals and men- 
tal health, centers, either under their own auspices 
ot under the auspices of privately incorporate^ 
workshops, may develop primary manufacturing 
programs. Products produced would be sold 
through various outlets and the proceeds returned 
to the patients. Training and worker adjustment 
skills thus developed would help prepare the patient 
for community placement. 

On Site Supervised Work Activity: Creative use of 
private industry to provide transitional work settings 
is an area of rehabilitation yet to ^e fully explored 
but which has undeniable meriffe. in terms of 
economy and effectiveness. Some rehabilitation 
programs assume responsibility for performing one 
or more jobs on a subcontract basis ^nd then 
employ patients to work at the industry site under 
staff supervision. Working conditions thus can be 
adjusted to suitjlje patient's needs. Sometimes, a 
company, without requiring a subcontract, will 
design a position specifically as a transitional or 
rotating placement for patients. 

Patient-Run Enterprises: Patients, with the help of 
hospital st^ff, could Offer their services to the com- 
munity as a way of facilitating their work adjustment 
and preparing themselves for community living. 
Groups of patients offering their services in painting, 
landscaping, housekeeping, janitorial services, etc. 
would give clients an opportunity to interface with 
the real work-a«day world. Patient-rufi enterprises 
could result. 

On-tl>e-Job Training, Vocationai Education, 
Geherai Education: Educational programs which 
lead directly to jobs are obviously, of value, but the 
value of education as art activity itself "should not be 
overlooked. Educational programis which require 
skills and effort comparable to those in work set- 
tings are often less threatening and can greatly 
enhanbe- self-confidence and s4lf-esteem. The 
Massachusetts Rehabilitation Conr mission could be 
involvetJ in the planning, placemdnt, and financing 
of eligible clients in these programs. 

Volunteer Work: Volunteer work activities in a 
nonprofit enterprise rather than in settings ^jwhere 
such efforts are a substitute for paid work could be 
used as a means to a specific rehabilitation goal. 
However, the issue of exploitation and the need to 
encourage the Individual toward self-support should 
be considered carefully before volunteer work is 
chosen. ' 

Competitive Empioyment: J[;inaliy, an active 
relationship between private and public employers 
and mental health rehabilitation counselors should 
be maintained to facilitate placement of capable in- 
dividuals in competi^ employment. The Mental 
Health Job PiacemenCProject is a good example of 
a direct approach to the establishment and 
maintenance of such < a relationship. Such a 



partnership between re|nabilitation programs dnd in- 
dustry can enhance the community standing of all 
area mental health programming w^hile facilitating 
the establishment of on site work activity 
arrangements and competitive job'placement. 

Staffing Patterns 

W \s beyond the scope of this Manual fo present a 
detailed overview of the staffing patterns required 
for the entire range of area rehabilitatioa services. It 
is essential, though, to examine the staffing com- 
ponents required to provide the supportive reha- 
bilitation services and work activities described 
previously. Staff must work directly with the in- 
patient, partial hospitalization^, and outpatient units 
of each area. 

Within each area, a position should be established 
for a community rehabilitation Coordinator. Second- 
ly, vocational rehabilitation-oriented staff ishouid be 
organized into an area rehabilitation team. 

Community Rehabilitation Coordinator 
This individual would be responsible for overseeing 
all aspects of the Area Rehabilitation Program Irtr 
eluding vocational rehabilitation, community resi- 
dences, and socialization and recreational 
programs. Accountability to the Area Director would 
underscore these services as essential to communi- 
ty mental health programs. 

The community rehabilitation coordinator's respon- 
sibility tor functions related to vocatiorfai rehabilita- 
tion programming could be delegated to. other 
rehabilitation staff members. The responsibilities in-* 
elude the following; / 

1. Integrating vocational rehabilitation services 
into overall treatment philosophy of the mental 
health system. At an executive level, the com- 
munity rehabilitation coordinfeitor' would repre- 
sent a vocational rehabilitation perspective on 
policy-making committees, with the Area Board, 
and in negotiations with individual unit heads. 

. He/she wili have a particular responsibility for 
gaining administrative support for the efforts of 
rehabilitation workers and student interns. 

0 

2. Supporting rehabilitation workers as' persons 
with a specific functional identity and program- 
matic orientation. The community rehabilitation 
coordinator gains .administrative sanction for 
appropriate involvement of rehabilitation 
workers in treatnjentteanrfs in all clinical units. 

3. Identifying and articulating vocational reha- 
bilitation concerns in relationships with the 
Massachusetts Rehabilitation Commission, the 
Department of Mental Health, and other agen- 
cies. In working closely with vocational 

^ rehabilitation line staff and heads of other 
programmatic area components, the communi- 
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ty rehabilitation coordinator is abie to assess 
and articuiate patient needs for vocational 
rehabilitation programs and effectively* 

negotiate for appropriate resources. 
* * * 
4. Providing supervision, training, and supporting 
research. The community rehabilitation cpor- 
dinator would provide directly, or at least in- 
sure, adequate supervision for all rehabilitation 
oriented personnel. He/she would-have respon- 
sibility for participating in the overall training ac- 
tivities of the area. In addition, the community 
rehabilitation coordinator * would . promcjjte^- 
relationships with university prograjjjfiM.to'^^sup- 
port training of students anff encourage 
research. 

Qualifications for the community rehabilitation poor- 
dinator should include the following criteria: 

• Several years of Experience in rehabiiitatior 
programs and services for the mentally ill. /in- 
cluding experience with inpatient and p^tial 
hospitalization programs. \ ' 

• Several years of .administrative experience with 
demonstrated abilities in interpersonal skills, 
written communication, and leadership. 

• Training .in psychology, psychiatry, rehabilitation 
counseling, social work, or nursing. Specific dis- 
ciplinary training should not be a primary-^con- 
sideration. v - 

Salary would be commensurate with the qualifir 
cations and status needed to function effectively. 

Area Vocational Rehabilitation Teanns- 
The organization of vocational rejnabiiitation workers 
Intb teams will provi'de an^ effective vehicle for im- 
plepTienting specific program needs. Basically, the 
team will consist of rehabilitation workers who work 
directly with staff and patients in clinical treatment 
units. These .individuals, worl<ing under the com- 
munity rehabilitation coordinator,* have direct re- 
sponsibility in supporting patient involvement and 
movement in work activities. Specific team bom- 
position will vary based on area preferences, 
resources, and developmental issues. 

If there is; joint sponsorship of area* vocational 
rehabilitation jteams by the Department, of Mental 
Health and the Massachusetts Rehabilitation ^Com- 
mission, specific agreements concerning areas of 
responsibility, lines of authority, evaluation of f)er- 
formance. and use of Ca§e service funds would be 
negotiated best at an area level. Other options might 
include participation in feam support by local men- 
tal health associations, private sheltered workshops, 
aod other psycho-social rehabilitation programs. 

Staffing for area, vocational rehabilitation teams 
should be pragmatic and'undertaken with maxirnum 



s^^fiexibility to permit optimal responsiveness to 
patient and program needs. Vocational rehabilita-^ 
tion staff may include inclividuals at various levels of 
training and experifencp in a variety of disciplines 
^'ranging from those with little forfnal training to those 
with certification and advanced degrees. Staff might 
include psychologists, rehabilitation counselors, 
social workers, and nurses. Students in training ^ilso 
could play a valuable role in service "delivery as part 
of a carefully planned internship program. It should 
be-nbted. however, that each team should include at' 
^^least a minimal number of professional rehabilita- 
tion counselors who by virtue of their disciplinary 
training could undertake certain tiasks and provide 
leadership in emphasizing a vocational rehabilita- 
tion approach to treatment. 

''Civil Service positions and salary schedules must be 
modified to^encourage individuals to work in mental^ 
health-vocational rehabilitation oriented, 'pubjicl!^" 
operated programs which provide a\^reasonable ex- 
pectation for professional growth, advancement, 
and compensation commensurate with skills, Effbrts 
should be undertaken to deemphasize specific dis- 
Qiplinary requirements for Civil Service positions, 
focusing instead on skills which transcend individual 
disciplines. Alternatively, blocks for professional 
rehabilitation counselors should be created in the 
Department of Mental Health. A further option is to 
contract for rehabilitation services with/a nonprofit 
* organization linked to the area prog|| 




Costs 

The Boston Center House, Inc. 6perates the Center 
House Workshop in which 58 persons participate, 
'35 .on a full-time basis and 23 on a part-time'one. 
The Center House ha^'an affiliatiorr agreement with 
the Bay Cove (Tufts) Mental Health Center through 
which staffing funds are made available for the 
Workshop. The ^^taff employed to operate the 
workshop include a director, three workshop super- 
visors, and a business manager, all full time. Part- 
time personnel 'jndude a secretary (three-fifth*s 
tiijie) and a boo1<keeper (one-fifth time). Income and 
expenses associated with this program for 1974 are 
identified below.^ s ' 



Income 

Subcontractors 
Massachusetts Rehabilitation 

Commission ^ ^ 
Fees* V 
Bay Cove (Tufts) Contracts: . 

Phases I and II v. . ■ 35,932.29 

Commonwealth of Massachusetts — f 

WIN Program 



$ 64,Gf58.52 

6,964.50 
1,655.00 



7^4.29 
Total $109,404.60 



' The n^t gain of approximately $5,000 is a bookkeeping artifact in that certain expenses were not posted until early 1975. 
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Expenses^ '\ 

/I . Salaries (including Retirement and 
Payroll Taxes) 
•Clients' Payfoll 
Work Activfty,Expense$ 
(FurnituFpr, Supplies, etc.) 



Work/S(Mdy Students' 



$ 63.137.99 
35.312.69 

' 5.617.43 
^ ^ 357.85 

Total $104,425.96 



Income Sources 

Since the vocational Tehabiiitation services, require a< 
^ complex net\^ork" of facilities, program^ arid slafft a 
variety of private and p^ibiic income sources have 
been utilized to support thqsa services. Jhe "follow- 
ing outline categanzes the traditional, sources of 
support and suggests new fundi.pd' j^ssibiiitles to 
be explored tb e;<pand voca^ib^kl rehabilitation 
services to .the mentally ill. / ' 

Private: Mental health' associations, private 



rehabilitation facilities^ United Way, -^ foundatriDn 
grants, and fund-raising, / • ' 

Stato: (1)' Department of' Mental HeaUhj Staffing 
(Rehabilitation counselors in mental health faciHtleis, « 
staff blocks for programs); Contractual Purch^ of 
Services {Workshops and social rehabUlfatlon 
facilities); and (2) Massachusetts Reha^lltation 
Oomrtiission: Staffing (Massachusettsjlgh^biiitalion 
Commisision counselors assigned to Jaciiittes); Fee 
.for Service (W^ffkshops. other rehaWfitatlon 
programs, and extended employment support). , 

Federal: (1) National Institute for Mehtal Health: 
. Grahts as part of community mental health, after- 
care, and rehabilitation services; and (2) Rehabilita- 
tion Services Administration." Facilities, construction, 
equipment, and expansion grants. 

Local: Comprehensive Employment an^ Training 
.Act: Funds to provide employment^amj/training to 
/unemployed, e.g. for paraprofessionav and other 

staff positiohs. ./ • • * ■ 
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-Service 6: Social ^Rehabilitation 



For many menfally III Individuals, participation in 
work ' activities, sheltered vyorkshops, competitive 
» employment, volunteer work programs, partial 
"'hospitalization programs, inpatient programs, and 
the like are not feasible. Therefbre, a social 
rehabilitation program emphasizing the develop- 
« ment of social skills is essential. Social rehabilitation 
'programs represent a diverse group of individual 
and group activities. They have their main pur- 
pose ci'ssisting those who are, or have been, hnental- 
ly ill to improve upon their afbilities to cope and ad- 
just within social situations at all levels of Interac- 
tion. They may be part of a vocational f ehabllitation 
program, cominariity residence, partial hospitaliza- 

Zrr program, ^nd/or inpatient program, i.e. they 
ed not be separate and, distinct organizationally^ 
although Jthey should be prp^rammatically dis- 
tinguish^jjle for evaluative purposes. 

Organizational Auspices 

Social rehabilitation servides may be provided J3y a 
proprietary^ private nonprofit, or public agency. A 
private nonprofit corporate'structure has the advan- 
tage of being able to raise and retain income from a 
variety of* sources. SucJ) programs also rpay be 
jointly organized by groups and agencies o'f differ- 
ing structures. No matter how organised, the Social 
rehabilitation program should provide services \ot a 
wide spectrum of needs among the mentally ill.. 
Client participation in such programs should not be 
cestrictive but rather representative of citizens 
raiding in the comrtiunlty within which such a pro 
gram is taking place. 

Social rehabilitation programs hould have a r 
ogmzable* $tructur« with line^ of account 
clearly delineated to the Area DirectoVand th 
Board. Such' programs should represent part 
broader network of services with formal and infor- 
mal agreements linking them to other constituent 
members. / 

When social rehabilitatWITservices are components 
of^ program under the auspices of a vocational 
fehabilitation program, a community residence, par- 
tia-l hospitalization program, inpatient program, 
social club program, or other related program, then 
its structure should JD'e delineated specifically as a 
6eparate componen,t. . 





Program Content 

The comprehensive mental health program tle- 
sfgned for a catchment ar*ea should Include the 
following social rehabilitation services: 

• Remotivation: This focuses on content which is 
reality based and deals with current situations. 



Materials about everyday situations could b^e 
drawn together from newspapers, magazines,' 
3ion, and radio. Task assignments gn topics 
payment of taxes, price of food, inflation, 
and the like would be given with a group report 
^expected. 

tesocialization: rtiternaU evaluation of personal 
)n and needs arel^essef^ntial to assisting the 
_{|y ilj, approach sOme degree of growth, 
even if thfe is in terms of behavioral control ^only. 
Groups focusing^n interpersonarvariablds and 
the client's ,d£Ul> behavior could be iheld.^ 
Emphasis should be placed on rneetiog the in- 
dividual's needs and not)those of others, such as 
^ famlly,.staff, etc. : - 

• Skills of Dally Living: Many mentally ill individuals 
experience problems in controlling money, plan- 
ning menus, shopping, buying items undet Con- 
tract, using a credit card, etc. A program aimed at 
assisting these individuals cope with and under- 
stand the essentials of daily life should be>held. 

• Recreatlt)^: Day/evening recreational programs 
provide an opportunity for Individuals to pursue 
passive and active« recreationaf activities in a 
structured and goal directed manner. Such, 
programs should involve trips, tournaments, 
Socials, meetings with volunteers, etc. They would 
afford each client a broad range of activities 
relating to most developmental needs. 

Tfi^e types of social rehabilitation services, as well 
^s^imilar ones, can be offered in any of several 
program settings such as the following: 

1. Social Clubs are formally designated settings 
where the mentally ill can meet to socialize, 
develop common interes^roups, and seek out 
meaningful community support through, peer 
group assistance. The social club's availability 
may vary from one evening per week to §even 
days and nights per week. - However, 4t 
represents a major resource for these in- 
dividuals to gather for socializing and suppor- 
tive purposes. This setting is especially impor- 
tant for patients not participating in other 
programs with social rehabilitation components. 

2. Common Interest Groups: Follawing the exam- 
ple of Alcoholics Anonymous ann Alanon, there 
has been a growing national interest in groups 
for mentally ill persons, e.g. RecoWy, Ij/c. and 
Schizophrenia Anonymous. Such gr6rrps allow 
the ex-patient to find full expression of feelings 
and emotions regarding mental illness. Further, 

. group ^nd peer pressure may restrain the ex- 
^ patient from destructive behavior while 
providing a major resource at times of crisis. 

3. Psycho-Social Rehabilitation Centers have 
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ijeen developed which Incorporate soc-iai as 
well as vocatidnal rehabilitation conQjepts, "e,g. 
Center House in Boston, These centers provide 
a gamut of psychological and social services for 
the mentally ill including social cFubs. vocational 
rehabilitation, sheltered tiousing. and tran- 
• sitlonal em*pl6yment. Comprehensive psycho- 
^ ! social rehabilitation centers should be en- 
couraged so that a multiplicity of sociaf 
rehabilitation activities can be coordinated 
through one organizational structure. The Com- 
mission on Accreditation of Rehabilitation 
Facilities standards' should be u^ed as a 
guideline for such programs. 

Staffing Patterns . 

Ti|ie staffing of socjal rehabilitation programs should 
include a broad rangeo^skills with less concerri for 
specialization than n^^be the case with regard to 
clinical services. The^^crultment process should 
focus on individuals with broad backgrounds who 
Gan provide several types of services once trained. 
The intent, therefore, is to establish functional staff- 
ing patterns as follows: 

• Community Rehabilitation Coordinator: An 

dividual responsible for'overseeing^atl "aspects of 
the Area Rehabilitation J^rogVa^ including its 
vocational atid social components, ^^cojnmunity 
residences, and recreationaf services.' 

• Social Rehabilitation Leader: An individual with 
demonstrated abilities in one or more of the social 
rehabilitation activities. The leader provides direct 
Jeadership of- 'these activities within a structure 
and organizational design developed in conjunc- 
tion with the community rehabilitation -coor- 
dinator. 

• Social ^Rehabilitation Aide: An individual who 
assists the leader in the operation of a specific 
social rehabHitation activity. ^ 

• Volunteers: Each catchment area should have a 
volunteer program which offers the mentally ill a 
diverse range ofsocral activities. Interacfion with 
members of the Qommunity affords the client' anc^r 
opportunity to renew social skills while developing 

. meaningful relationships with local persons. The 
emphasis may be more upon the development of 
a soci^al relationship than any specific outcome. 

The Center House. Inc. in Boston operates a social • 
rehabilitation program called Center Club. Through 
an affiliation agreement with the Bay Cove (Tufts) 
Mental Health Center, staffing funds hg^ve been^ 
made available, and the Club employs the following 
full-time staff: a program director, three MSW social 
' workers, and two persons with college degrees. On^ 
of the latter works exclusively on prevocational ac- 
tivities.-Staff emplpyed on a part-time basis include 



-consultants in adminjstration and social work (both 
one-fifth time), secretaries (equivalent of one and 

.g^' one-half time), and a bookkeeper (one-fifth time).- 
Additiohally, some clients are employed at the Club 

, in ways intended to encourage their productivity and 
• .greater self-reliance. These clients are paid for such 

activities as light maintenance, serving meals, and . 
, workinfl on subcontracts. This staff operate the ^ 

^ program for all of Region VI. In. 19/5 the Club ex- 
pects to have 275 active^members which includes an 
average of 70 persons attending on weekdays, 30 
persons on Saturday and on*Sunday, and 250 peo- 
ple attending during any single month. 

Facilities 

The- 'physical structure occupied by 'a social 
rehabilitation program'^should be Inspected to In- 
sure that it meets the^health and safety standards 
outlined in existing regulations. Though such 
facilities may not require certification or licensure, 
the sponsoring organization should provide- for a 
thorough evaluation with regard to health and safe- ~ 
ty. Th^se facilities should be centrally located to the. 
degree possible or be lotated where public trans- 
portation allows equal access to all individuals 
within a given area. Social rehabilitation services 
can be encouraged in all areas through the use of 
satellite facilities or by, the development of new u- 
nits, Center House in' Boston utilizes facilitjesjn 
social agencies and other community organizations; 
facilities on the grounds of state hospitals are inten- 
tionally not u$ed for sociat rehabilitat'ron activities. 

Costs 

Costs should reflect all djrect expenses incurred In 
the operation of a social rehabilitation program as 
well as the associated indirect costs. Cost effec- 
tivene'ss for purposes of accountability and realistic 
maintenance of such programs should be empha- 
1^ sized. Affiliations with existing resources in the com- 
' munity should be encouraged to foster cost effec- 
tiveness. This may be, achieved by operating sociaP '^ 
rehabilitation programs within a community 
residence, sheltered workshop, or similar settings. 
"Comprehensive social rehabilitation prOgr^s af- 
ford a greater opportunity for diversification, and 
accountability of such programs is high. 

The 1974 budget of the Center Ckib ilfustrates the - 
income and costs associated with .this program. 
Major expense categories have been consolidated 
for this illustration. 

It should be emphasized that Center House conr 
siders the staff budgeted!' for this progrcim insuf- 
ficient since serviced are provided 76 hours' per 
week spread over ^even days. If income continues 



' StandardsTyianual for Rehabilitation Facilities. 1975 Supplement amends 1973 E'dition. Commission on Acci-edttation of Rehabilitation 
Facilities 6510 North Lincoln Avenue. Chicago. Illinois 60645. " . , 
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to Increase as It did In 1974, additional staff will be 
hjred. • , 

Income Sources 

Multiple funding sources are needed to maintain 
program continuity since total reliance on public 
. funding Is unrealistic. Social rehabilitation organU. 
nations may generate Income through fee-for- 
servlce contracts, foundation grants, donations; 
United Way allocations, and Department of Mental 
Health resources (Including staff assignments). The 
Center House. Inc. additionally sponsors two major 
fund-raising events annually. ^ 





Income - ' * ^ ^ „ 

Contributions " $-10,000 

Dues • . . .3^412 

New England Medical Center p8,419 

Boston State Hospital ^ ^ , " 42,500 

Massachusetts Mental Health Center 25,000 

Interest " * __200o 

Total $t1 9,531 



Expenses 

Personnel (Including work/study 

students) 
Payroll Overhead'and Retirement 
Rent/Maintenance. Depreciation. 

Amgrtlzatlon ^ 
Food (net) 

Group Activities (net) 
Office Expense 
Telephone. Gas 
Clfent Payroll . 
Camp (net) 

Other (Legal. Audit. Insurance. 
Travel. Miscellaneous) 




$ 74,926 
9,272 



8.821 
6,193 
3,498 
,998 
2.280 
5,682 
981 



1.178 



Total $115,819 
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Service Community Residences 



Community residences are a relatively new rest)urce 
for the mentally III. In 1950.' there were only two such 
facilities In the entire United States^ but 1n the en- 
suing decades they have grown at a g^ometriqrate. 
I^ 1960 there were 10; in -1963 there \vere 40; aritHn 
'1969 •approximately 130 community residences ex- 
isted ttifoughout the country.! By 1974, there were 
60 such programs in MassatShusetts alone! 

This growth stems from the efforts and concern of a 
comparatively small number gf individuals to find 
less traumatizing, alienating, and costly forms of 
service than traditional hospitalization. A major 
raticxnale for ,ih& Massachusetts Mental Hospital 
Planning Projects recommendation that large state 
hospitals be phased down is the demonstrated abili- 
ty 9f community residences to serve as effebtive 
alternatives in providing sheltered living ar- 
rangements. In fact, the' Massachusetts Department 
of Mental Health now requires that compiunlty 
residences be Included as a sixth essential service 
in comprehensive area-based programs. 

As clinicians have become more sophisticated in 
minimizing long-tetrm inpatient care, it Is evident that 
several "groups of people can successfully utilize 
community residences. They are: 

• Individuals in crisis, coming directly from the 
community, who require short-term, intensive 
nonmedical supervision and support. (Many of 
these individuals are now cared for in state 

. hospitals.) 

• Individuals ready to leave a. hospital after short- 
term care but not yet ready ^o assume the full 
responsibilities of independent living. 

• Individuals who after long periods of hospi-" 
talization are capable of personal care but lack 
social skills and competencies. 

resppnse to the differing needs of each of these 
population groups, several types of community 
residences have evofved in recent years. The 
residents accept varying responsibilities In each ac- 
cording to personal abilities. 

• A group residence generally has no requirement 
that the residents leave for totaMndependent liv- 
ing within a specified time interval. 

• A halfway house explteitly expects residents to 
leave for independent living within a defined time 
period. 

• A l:ooperative apartment is a group-living 
arrangement which may become a person's per- 
manent residence, or it may be transitional. No 

• staff live in the apartment. 



• A foster family provides room and board for one 
to three individuals who need an alternative home* 
The home may provide a permanent or tran- 
sitional living arrangement. 

Under current care patterns psychiatric hospitalfza- 
tion Is often over-utilized. This is due to the fact that 
alternative nonmedical facilities are not sufficiently 
available In the community for people in crisis. M^e 
such facilities should be utilized when Intensive 
medical supervision is not required.^ 

In order to rectif/ this situation, one of -twp 
possibilities exist: 

1. Each community residence could have^one or 
two beds available for individuals In acute crisis. 
This would give such residences maximum 
utirization; however, two problems might be 

_ created: ^ 

• Staff are severely stressed, and this takes 
their time away from current residents and 
'creates turmoil in the facility. ' 
^ • Special fiscal j^lanning would be necessary to 
accommodates the fact there would be empty 
beds some of the time. 

2. An intensive care residence could be devel- 
oped. This is a small nonmedical facility 
providing intensive supervision for crisfe 

— management on a 24-hour basis. Residerice in 
- the facility is primarily short-term, ranging from 
one day to two weeks. A person may leave the 
intensive care residence and return directly to 
independent living, or be discharged to another 
more appropriate residence. 

Organizational Auspices* 

There are various organizational auspices possible 
for the operation and administration of community 
residences. These include private proprietary or 
nonprofit agencies, state government agencies, and • 
joint private/state agencies. Operating a nonprofit ' 
charitable corporation facilitates the receipt of 
public funds and foundation grants as well as 
private contributions. Profit-making corporations 
can receive state funds through contracts when 
funds are available for services rjehdered at a rate 
compatible with those determined by the Rate Set- 
ting Commission. 

If a program is operated directly under public 
auspices, funds may be Readily available through 
the agency's operating biidget, or staff may be 
reallocated from other state programs. By investing 



' Glasscote. R, et ai Halfway Houses for the Meptally III. Washington, D,C.: Joint Information Service, 1971 . 
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programmatic and fiscal responsibilities in nonstate 
organizations Whilp using state funded staff and an- 
cillary supports, maximum flexibility Is possible. ' ' 

Irrespective of the organizational auspiced, the ^ 
following common elements should exist: 

• Community residences receiving public monies 
should relate to their surrounding communities 

• throggh participation at the Area Board meetings, 
through community advisory groups, and/or 
through a house board representing relevant 
segments from 'thercommunity. 

• Community residences should operate programs 
providing residential services for a variety of dis- 
ability groupings. Each facility should operate with 
adequate administrative^utonomy so that impor- 
tant administrative decisions are not made at a 
site reh^^ from the program and without con- 
sultation with the program.. 

• Contracts should be awarded to each community 
residence based upon its cost effectiveness, its 
feasibility, and^its^plan to utilize available com- 
munity resources, with the expectation that every 
effort will, be made to develop innovative ad- 
ministrative linkages to support the programs. For 
example, this may involve private, profit-making 
landlords with state supported staff, and private, 
nonprofit administration.^ 

• Affiliation with the Department of Mental Health 
area program should be maintained to assure 
proper communication and linkages. Area staff • 
and Board should be involved in decisions regar- 
ding tlie establishment of new residences. 

Program Content' 

Each community residence must insure a variety of 
services to assist residents in the management of 
their mental health needs as well as basic socio- 
recreational needs. These services include: 

1. Intake/Screening: Each community residence 
must have a written intake/screening policy 
which clearly states the basic admission criteria. 
This policy should a$sure each candidate for 
residency the same chance for admission as 
anyone else who may meet the basic criteria. 
Restrictions based on age, behavioral patterns/ 
s^x, or any other factor should be clearly 
stipulated so that each candidate and potential 
referral source will know therrV^ocu mentation 
should be made of this process and findings 
provided to -both Candidates and referral 
sources. 

It is strongly urged that the resident's program 
and treatment plaabe designed upon entrance 



to the facility in a team nrieeting with the' follow- 
ing individuals: 

• Thaclierit. ' * . 
Significant others including family and friends 

" who are involvecljAti% therpij^ or who the 
client deems apf^fOpriate, 

• Community caregiyers (teachers, clergy, etc.') 
who have been irfvolveid with the client or 
would provide nefeded resources. 

• Staff from the community residence. 

• Mental health clinicians, i.e. psychiatrist, psy- 
chologist, and/or social worker. 

2. G^al Development: A major emphasis should 
be placed on the resident's participation in the 
definition of goals whife ih restdence. Goal 
definition coupled m\\\ the delineation of expec- 
tations of the resident and the staff in rneeting 
these goals - should be pursiaed. A written 
. program plan should be developed as soon as 
, possible, and not longer than a week after each 
resident's entry to the program, and rev[ewed at 
least Pnce a month and in the case of short- 
term residents every two days. This plan should 
emphasize: 

• Social programs in the house assisting the 
development of interpersonal * relations that 
are free from pathological patterns such as 
isolation and" withdrawal, grandiose ^hyp^- 
manic intrusiveness, paranoid suspicious- 

' ness, or malevolent manipulativenes's. 

• AvOcational Interests in the house such as 
developing a capacity to be aware of the 
wocid about and to engage in social activities 
such as caVds, Monopoly, ping-pong, etc. 
Outside the house, the capacity to seek and 
enjoy such social and avocational*activities as 
tennis, swimming, boating, skiing, Hiking, and 
entertainment such as movies, concerts, and 
art museums. ^ 

• Vocational planning so as to ensure that each 
resident participates in a daily program at 
maximum potential. 

• Education planning either for elementary, 
high school, or college levels. An educational 
consultant should participate where 
necessary in planning goals.' in* application 
and^ entry, curriculum selection, and 
academic load-level judgments. 

• Life skills improvement includes personal 
hygiene, cooking skills, ability to get around 
in the community, using public transportation; 
ability'to handle money and a Checking ac- 
count, capacity to shop in local stores, and 
acquiring knowledge in apartment selection. 



' Richard D. BudsonT Justine Meehan. and Emily Barclay. Developing a Community Residence for the Mentally III. Boston: Commonwealth 
of Massachusetts. 1974. ^ - , ' 

'■|tem'So3-5 of this section are taken frpm the monograph. Richard D. Budson* Justine Meehan, and Emily Barclay. Developing a Com- 
mun/^^'Wes/cfence /or f/7e /Wenfa/// ////pp. 18« 19. 




Physical health car^^-^oanagemenf includes^ 
general medical care, dental care, exercise," 
diet, and birth control. ^ 
Psychlktric care and therapy. The client's 
needs. \ resources, and problems should 
deterrhlr\e his/her treatment plan. Rele 
therapies' may Include chemotherapy; in 
dividual counseling; family, group, and 
couples therapy; ppoblem-solving In a social 
network;- day support; types pf behavior 
therapy; short-term and long-term psy- 
chotherapy; and crisis intervention. 
House and staff milieu planning involve^ an- 
ticipatory consideration of requirements for 
staff and group to provide support, limit set- 
ting, reality testing, confrontation.* etc. In in- 
dividual cases as appropriate. 
Family Relations. Planning for crucial 
relationships with close * family members, 
parent's, spouses, children, etc. 



3. Daily Programs. Tiie daily program in the house 
" usuajly includes the group eating together 
nldKtlY. family' style, and the group gatherifng 
together weekly for house metings. ^Marjy 
models are possible fdr the house meeting. It 
may be led by the^ residents, the hous6 
managers,,the program consWant, or led-joint- 
ly. Depending on th^ programNand the needs of 
the residents, the house rheeting may be an in- 
formal discussion at meals or angular meeting 
of the residents and staff. Such Issues as house 
rules gfhd policies, adjustment oK residents to 
the program, and changes in s^taffing and 
acceptance of new residents are \\\ relevant 
. agenda items^for a house meeting. 

Housekeeping; cocking, shopping, and minor 
malntenafice of the dwelJing also may be part of 
the in-house program. Residents take respon- 
sibility for these chores as they would in 
their own homes. In addition, small group 
recreational activities prevaij in othe evenings 
such as card games, ping-pong, and television 
viewing. Another important part of the in-hous^ 
daily program is the constant availability of the 
managers for support and advice at times of 
-crisis as well as entjouragement and sharing at 

times of pleasure and success. 

* 

Residents should have a specific program of 
daily activities, often outside the house. If this is 
lacking, the community residence may in time 
begin to function like an institutional back ward. 
Each community residence must provide a 
structured program throughout the waking 
hours which may include school, work (in com- 
petitive ennployment or sheltered workshop), 
day hospital or day activity programs, or 
volunteer work. In planning the residence 
program, consideration should^ be given to a 



mechanfsm tor fln^g appropriate jobs f 
residents. 
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4. Avocatlonal/Recreatlonal. Residents may . 

assistance in developing creative and 
plea'surable useg of thejr leisure time. The 
availability of recreational facilities is therefore a 
distinct asset to any program. These include 
movie theatres, bowling alleys, parks, YMCA- 
YWCA facilities, etc. Avocatlonal. opportunities 
also couJd include religious, civic, social, and 
other conrimunity interests. Vacation time away 
from the residence during holidays or in the 
summer should be arranged when appropriate 
and possible. 

5. Ancillary Services. Psychiatric, social re- 
habilitation, and dental services are needed. 

. Residents should be ^couraged to utilize local 
community resources as much as possible, as 
would any dther citizen in the community. 

6. Program Continuity. Under appropriate cir- 
cumstances, communityi residenbes should 
develop continuity. recognizing that a resident's 
tenure .in the program involves movement 

. toward increased econocnic, social, and per- 
sonal independ^ce. Planning with other agen- 
cies, the family and related resources is an es- 
sential aspect of programming, especially with 
regard to discharge planning and aftercare. 

7. Use of Community Resources. Wherever'pdssi- 
ble, resources already available in the com- 
munity should be used in developing a 
resident's program. Total programming within 

»v the" community residence itself is akin to In- 
stitutional treatment and, thus, should be dis- 
couraged. ♦ 

8. House Rules. Each community residence must 
develop a manual which clearly denotes the 
programniatic requirements and expectations 
of residents. House rules m.ay describe daily 
costs, servicps available, fixed and mandatory 

, programs, and other pertinent information as 
delineated by the residents and staff. Fire and 
safety rules should be posted on each floor. 

9. Recordkeeping. Each community residence 
should develop and maintain an adequate 
recordkeeping process which includes for each 
resident: clinical reports, when available, from 
the referral source; monthly progress notes; 
periodic notes including medication changes; 
hospital visits; behavioral problems; clear 
description of goals and methods to reach 
them; and delineation of effect when reached. ^ 
Pertinent fiscal records also should be rtiain- 
tained. 

10. Program Review. At leasln^nually, each com- 
' munity residence should review its program on 



64 



51 



such critefia afs outcome for Individuals who 
have entered .and le^t the residence, qom- 
munlcation with referral sources, and other data 
as they are available. Client portfolios also 
^ should be reviewed to determtne potential dis- 
crepancies In programs and Irv.the process of 
recording them. The purpose of such review Is 
to determine program effectiveness In meeting 
individual needs and to reflect programmatic 
changes necessary to meet those needs. 
IVlonltorIng and evaluation of the program for 
regulatory and licensing purposes Is a respon- 
^ sibillty of the Department of " Mental Health. 
Monitoring' should be carried out on a regular, 
basis to, avoid \\)e abuses that, In some In- 
' stances, have characterized deinstitution- 
alization. * 

11. Aftercafe. Linkages with community mental 
healUi aftercare (outpatient) programs provide 
continuing care after a person leaves tli|e res- 
idence, including follow-up medication* review, 
psychiatric evaluation, and crisis intervention. 
Follow-up through the community residence, ^ 
where possible, may serve as a meaningful 

^ linkage for the residen^and provide for recogni- 
tton of another source for assistance. 



Staffing Patterns' 

Creative staffing patterns for community i^sidences ' 
should be demonstrated through the linkage of state 
and private resources. This can be enhanced by 
career development pfpgrams aimed at creating 
new staff classifications. Training aids, training 
programs; ongoing in-sefvice education, and in- 
novative approaches to staff motivation should be 
emphasized. The potential for jcareer opportuYiities 
in the field of community residences needs to be 
recognized and stressed. Qmits should be placed, 
however, on the volume of train,lng activities feasible 
in a given facility. 

A new area position of "Community Rehabilitation 
Coordinator" is reconimended. This individual 
would be delegated the responsibility for coor- 
dinating, through the Area Director, tne manage- 
ment of a community-based rehabilitation program 
which includes community residences and related 
suppbVt programs such as social clubs, day activity 
programs, and socio-recreational progr,ams. 

The staffing of a community residence requ((e^: . 

1. Residence Director. The director has the re- 
sponsibility for the overalf coordination of the 
legal, fiscal, and programmatic aspects of the 
community residence. Critical to the success of 
the program Is meaningful coordination be- 
tween the director and the house managers. 



Those responsH^IJItles assume^ by the director 
and those delegated to the house managers 
should be delineated clearly. Where a program Is 
under the direction of a corporation, the director 
should have adequate means of communicating 
with the corporate body. 

2. In-Residence Management. A young married 
couple often laired as house managers, one be- • 
Ing a fiJiUtime employee of the program, the 
other working outside the house each day or at* 
tending school and working as a part-time em-, 
ployee In the evenings. It is valuable to have both 
male and female managers. Provisions should be 
made for house coverage when the managers 
are on vacation and on iKeir days 6ff. Often a 
relief manager Is hired on a part-time basis for 
this purpose. It should be noted that very 
stressful situations have been encountered by 
married couples servirig as house managers. 
Other combinations of persons might be 
preferable^ and a variety of sets of house 
managers should be encouraged. 

When less supervision is needed by the 
residents, the requirement of in-house manage- 
ment may be waived with the permission of the 
Department of Mental Health. A possible mode] 
might even be that of house managers living in 
the dwelling as the program is being established 
but moving out when the residents achieve suf- 
ficient autonomy in their own lives and in the 
house's management. The residents may then 
continue this living arrangement Indefinitely with 
'only periodic visits from staff. 

When hiring house managers, it is often possible 
to find interested candidates through university 
graduate programs Of social work, psychology, 
special education, rehabilitation c^nseling, 
theology, or other related programs. It rethought 
to be important for the stability of the residence 
that the managers be available for at least a year. 

In the case of the therapeutic facility serving 
acutely disturbed residents, it will be necessary 
, to provide more intense supervision. Com- 
munity/neighborhood workers and a doctor 
should be on call 24 hours a day for crisis 
management. 

3. Professional Consultation. This should be 
arranged through the area program.^ Depending 
on the needs of the residence, ^the consultant 
may meet solely with the house managers ad- 
vising" them on issues regarding the residents 
and program, or the consultant may meet with 
the residents as well. Depending on the 
program's needs, consultation may be arranged 
with a psychiatrist, social worker, rehabilitation 
counselor, or psychologist. A consultant should 



' Items 1-5 in this section are taken from Budson, etai, DevSioping a Community Residence for the Menially III, pp. 15-17. 
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meet with the program at a minimum of once per 
month, 

4. Emergency'' Medical Availability. Although resi- 
dents may have their own physicians In the com- 
munity for routine care, medical treatment In 
case of medical emergency should be arranged. 
This arrangemdnj^may be with a local physician 
or emergency room team of a local hospital who 
should be aware of the program's intention }o call 
upon them when needed,. ^ 

5. Volunteers. The use of volunteers should be con- 
sidered since they not only supplement the staff 
but provide a valuable link between the residents 
and prograrji to the community, assisting par% 
ticularly in recreational and socializatipn ser- 
vices. Volunteers also can provide support to the 
resident returning to a more Independent living 
arrangement. Volunteers may be recruited from 
universities, churches, local service, and rhental 
health associations. 

*6. Job Titles. G.ivil Service classifications, 
specifications, and entrance requirements are 
not compatible with current Department of Men- 
tal Health program needs. The reclassification 
projiect of the Department, thus, is urgent. 
Specifically, job titles should be revised and 
designed to reflect more closely the worK actually 
performed; Civil Service exams should be 
offered more frequently and should test more 
validly and reliably the skills needed for work 
performance. The requisite criteria for non- 
governmental agencies should be competency 
rather than credentials. 

Facilities 

A variety of^ dwellings have been utilized as 
community residences, including large old homes, 
lodging houses, multi-family houses, apartments, 
and inns. The choice of dwelling, from a program- 
matic viewpoint, should be guided by how it lends 
itself to a family or homelike atmosphere and by its 
accessibility to such community resources as shop- 
ping, transportation, and the like. Institutional 
features such as steel doors and cinder blocks walls 
found in old dormitories or nursing homes generally 
should be avoided. Although the Department of 
Mental Health regulations specify a maximum of 
four persons per bedroom, the number of people in 
a bedroom should be guided by the room's layout 
and available space, avoiding a dormitorylike 
arrangement. Space should be available and ade- 
quate for group activities in a living room 6r recrea- 
tion room. The dining room should be sufficient to 
seat the entire 5roup at one time. Attractive decor 
and furnishings in good condition contribute pos- 



itively to an overall atmosphere of self-esteem^^^- 
couragement of residents to participate In 
decorafing th'e dwelling can )os\Qr the feeling that It 
belongs to them. 

In general, the community residence should blend In 
with other dwellfngs in the nelghborhooxl, not bear- 
ing any distinguishing characteristics, Itis Important 
to locate In an area which Is not isolated, but In the 
midst of a community, thereby facilitating access to 
transportation, jobs, schools, shopping, recreatiORaT 
facKities, and appropriate health and social service 
agencies. 

In selecting a residence, particular attention must be 
given to safety, building Code, and zoning regu- 
lation|.^ 

1. In-House Safety. Certain precautions should be 
taken by the program in case of emergency. 
Health and safety rules should be developed In- 
itially and'agreed upon among^the residents and 
staff and subsequently reviewed as population 
turnover occurs. These rules migt lt inclu de such 
issues as: smoking, curfews, sex f^od arid 
meals, drugs and alcohol, noise, etc. ^ 

2. Building .bode. The Department of Mental Health 
will review ^ community residence from a 
programmatic standpoint only. Commuryty 
residences are subject to a new building ^ode 
specifically developed for them under the 

^ provisions of Massachusetts General Laws 
Chapter 143, Section I, as most recently amend- 
ed by Chapter 1098 of the Acts of 1971. The code 
has been drafted by the Uniform Building Code^ 
Commission with the advisory assistance of the 
Interdepartmental Rehabilitation Facilities Board 
of the ^^ecutive Qffice of Human Services. Upder 
^ jfhis-code, the inspection was conducted by the 
state Department of Public Safety until Janoary 1 , 
1975, after which time local inspectors as^imQd 
this responsibility. 

3. Zoning. Location of the community residence^ 
guided by the zoning ordinances of the cities and^ 
towns In Massachusetts. These cities and towns 
have authority over such factors as density of 
poputBtion of a neighborhood, and height, size, 
location and use of buildings, structures and land 
for trade, agriculture, residence or other pur- 

^ poses (Massachusetts General Laws,' Chapter 
40-A, Section II). 

In many communities detailed zoning ordinances 
are being written regarding the location of com- 
munity residences. Since the community 
residence is a single housekeeping unit of per- 
sons living together as a family, the prepon- 
derance of ordinances have identified all 



* Items 1, 2. and 3 of this section are taken from the monograph, Richard D. Budson, Justine Meehan, and Emily Barclay, Developing a 
Community Residence for the Mentally III, 1974, 
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^dentlal zones^s appropriate for these 
dwMllngs. In some cases, these community 
• , ' residence ordinances have Tncluded a require- 
ment that the program obtain a special permit 
> before locating. ^ 

where zoning ordinances specifically addreSsed 
to cbmmunlty residences have not been drafted, 
the residence often Is.consldered to be a family 
for zoning purp.oses. Some communities, in fact, 
ici^ntify a single housekeeping ui^t, yi/lthout any 
reference to degree of kinship of the^ residents 
(Danv^rs, Massachusetts Zoning Bylavvs, p. 2). A 
recent Supreme Court declslon'^puts the family 
argument Into some jeopardy. 

It Is Important to understand that components of 
the decision-making by planning boards, etc. un- 
der the authority of Chapter 40-A Include political 
and public relations considerations. These may 
be voiced by citizens at a public hearing and, 
therefore, community relations play a l^y role In 
the location of the community residence. 



Sources of Income 

Income to„ meet expenses may be obtained In a 
number of ways. Individual residents generally are 
charged a daily fee which may be (^ierived from one 
or more of the following sources: (1) supplemental 
security income checks; (2) family support; (3) 
earned income from employment; (4) third-party 
payments; and (5) savings. 

As a general rule, Unless most residents can afford 
to pay a fee of $10 to $20 per day, a program must 
rely on additional sources of Income. Purchase of 



service contracts seem essenXlal 
progcam costs when Income Is no 
other agency sources. Contracting 
can occur only betWeen state.and \ 
or prlvate-for^proflt groups or Ir 
effectiveness should be an Integra 
accountability for community res,i 
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costing procedures should Include all costs and not 
only those Incurred by one sector or sponsorship. 

The critical cost factor associated with staffing may 
be dealt with through a linkage of state and private 
providers. Assignment ^state employees as part- 
time professional staff ^uld reduce the cost for the 
provider as a direct expense, ^thereby reducing the 
overall operating budget significantly. 

As noted previously, cost variability relates to the 
differing types of community residences now In 
g^eratlon.^lt thus Is appropriate that r^te setting 
should be on an Individual program basis. Further, 
community residences are subject to cost-of-living 
increases, requiring that their basic rates change 
frequently. Contracts should reflect an awareness 
and (consideration for this variable. Community 
residences should be considered eligible for surplus 
food stuffs and surplus purchasing. Where possible, 
community residence sponsors may wish to enter 
into cooperative arrangements to make use of 
group purchasing power and centralized disburse- 
ment benefits. 

Costs 

The costs of operating a community residence 
program @n vary considerably. The costs of 18 ex- 
isting and typical community residences have been 
calculated as follows; ^ 



Table 2-8. Community Residences: Income And Expenditures 

Range " >^ Median 



Income 

Expenditures 

Balance 



$ 6,176. 

6,473. 
(13,917.) 



— $263,071. 

— 261, 504* 

— 22,150. 



$31,561. 
3M22. 
549. 



^'Mean 

$57,528. 
46,942. 
483. 



Table 2-9. Community Residences' Expenses 



Manpower 
Equipment 
Supplies 
Food 

Transportation 
Rent 

Mortgage 
Insurance 
. Utilities ' 
Other 

Cost per diem per bed 
Charges per diem 




54 





Range 


Median 


Mean 


$ 0 


— $111,666. . 


$10,363. 


$19,003. 


0 


— 6,453. 


0 


t,308. 


0 


— 7,591. 


377. 


1,259. 


0 


— 29,432. 


6,046. 


7,133. 


0 ■' 


— 4,768. 


100. 


888. 


0 


— 18,283. 


1,4D1. 


3.455. 




— 6,984. 


0 * 


17105. 


- 1 


— ' 17,076. 


500. 


1,369. 


^ 240. 


— 18,714. 


1,954. 


- 3,083. 


500. 


— 49,561. 


2,932. 


8,136. 


2.96 


— 24.69 


9.10 


10.06 


3,57 • 


— 21.42 


\ 6.34 


10.27 
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Service 8: Hospital Care and Treatment 



Most mental health' programs emphasize 24-hour 
/car^provlded Inj hospital settings. As we become In- 
Icreaslrigly sophisticated In the uses and benefits of- 
Alternatives to hospitalization, 24-h6ur inpatient 
care Is no longer regarded as the major treatment of 
choice. Cpnsequently, one of the goals in develop- 
ing comprehensive community mental health 
programs is to reduce hospitalization and to shorter! 
Its duration when ret|uired. When available, 
therapeutic facilities, halfway houses, group homes, 
' detoxification centers, developmental disabilities 
centers, and other community residences are viable 
alternatives to hospitalization. Once an area has 
. developed a, network of community resources of the 
types described In this Manual, these resources 
should be able to handle many and perhaps even all 
patients now admitted to hospitals. \. ^ U 

In moving services from state hospitals tfescommuwi- 
ty settings, program directors must be sure to in- 
clude the full range of physical and medical support 
services currently \(equired for accredited hospital 
care. Locally basechTs^cQgrams must adapt, to the 
char^ter of the community being served and to the 
•increasingly common practices of brief inpatient 
stays during acute crises followed by early dis- 
charge Into appropriate community settings. To^ 
facilitate this goal, hospital programs should main-* 
tain functional relationships with other components 
of the community-based mental health service 
system. 

' \ 

AjDpropriate Utilization of . 
HospitalizatUJD - 

Hospital^ services are the most costly of all mental 
health services. Their use, therefore, should be" 
limited to the following circumstances: 

• When the patient's medical needs require 
diagnostic or treatment facilities available only In 

. > hospitals. 

• When the security of the patient, his/her family, or 
the community requires 24-hour care.v 

• When the patient's treatment can be S^Jequately 
controlled only la.aJ^6spltal setting (e.g. medica- 
tion or physiological emergencies .such as 
seizures). 

• When no other facility is appropriate for around- 
the-clock observation. 

Hospital care Is not appropriate for providing" 
emergency shelter, fpr extracting a cM^nt from a 
stressful social setting, for Impressing on the client 
the fact that others are disturbed by his/her 
behavior, or to 'relieve the family of a distressing 
burden. Furthermore, the fact that "Blue Cross will 
pay" does, not justify hospitalization except where 



this kind of care Is the best method of treating the 
person. 

. Populations at Risk 

•t in planning and developing hospital services, an 
initial step vis for area staff to Identify the specific 
V ..populations wIto may potentially nped this care. The 
following groups require consideration: 

; Adult Mentally III- 

The largest- group potfeqtlally requiring *'24Thour 
hospital care are adults >Amose mental illness 'and 
"emotional problems are manifested by psychosis, 
suicide attempts, severe depression, episodes of 
confusion, etc. Within this large group, it is impor- 
tant to distinguish the^two subpopulatlons with 
unique program planningi^Qd facilities needs, 

1 . Patients Currently Resldln^ln State Hospitals. 

These individuals have multiple'sobi^ medical, and 
psychiatric handicaps. When„discharged from state 
hosQftals, alternative community facilities must be 
avafl3ble. "Dumping" these persons corjstitutes in- 
"humane treatment and' generates community 
"backlash.". 

The Department of Mental Health in December 1973 
reported statistical data by catchment area on all 
patients in state hospitals. This report is available 
through thp Department of Mental Health's Central • 
Offica Division of Evaluation, f^esearcfi, and 
Statistics, and can be of considerable assfstance to 
areas in planning for deinstitutionalization. There 
are approximately 100-200 residents per. 100,000 
population in state hospitals, 4he ey,ac\ tiurnber 
depending on such factors as sodio-econqmic 
status, availability of halfway houses, ihstitutjonal - 
policy, and community tolerance ^nd*acceptance. ' 
Increased public concern is being expressed about^ 
this hojspltall:zecj| population, and Area Boards and 
staffs should carefully review their needs to deter- 
mine clinical and social readiness for transfer from 
institutional to community facilities. The availability 
in the community of such human services as psy- 
choactive drug supervision and monitoring, physical 
health care, community residences, halfway houses, 
day treatment, vocational^ rehabilitation. Welfare 
Department disability assessment, etc. should be 
^i^sessed as part of the* planning prodess since it 
has. a major bearing on the number ot patients 
needing continuing hospitalization in order to 
receivje adequate care. 

In 1972, social work staff pf the Department of Men- 
tal Health analyzed' the functional needs of patients 
residing in state hospitals; 6,500 patients in 10 state 
hospitals were categorized into the following four 
functional groups: ' 



• Ambulatory Patients with Predominant Medical 
Problems. This group included 2,775 persons, or 
35 percent of the total. "Ambulatory" was defined 
as being able to walk the length of a hospital cor- 
ridor and up a flight of stairs, Mepibers of this 
group had physical problems which were getting 
progressively worse; they required a large amount 
of nursirrg care but relatively .little psychiatric 
attention. These patients could'be appropriately 
cared for in Levels I and II nursing homes. 

• .Ambulatory Patients Who Are Psychotic. This 
group included 1,950' persons, or 30 percent of 
the total They have been in state hospitals for 10- 
40 year.s and have great neeii for social stimula- 
rtorr and close supep^oa Many patients in this 
group have sub^la^S4J<Sf mejital retardation. 

• Ambulatory "l^npsychotic Patients Who Are 
Institutionally Dependent, This group was com-, 
prised of 1 .300 persons, or 20 percent of the total. 
Its members were placed in state hospitals^many 
years ago and consider them "home" since ties 
with families have been severed. Th^se persons 
wer6*for'the most parVfluiet and cooperative, they 
work ort the hospitar^ounds and function 
dependentry within the institutionalized setting. ^ 

• Acutely Psychotic Clients Who Require Shor-t- 
Term Hospitalization. These persons are in- 
patients for approximately It) t6 15 days of crisis 
intervention and comprise 975. or 15 percent of 
the total. P-sychiatric units in general hospitals or 
community mental health centers could treat most 
of 'this group, for whom intensive medical and 
psychiatric services are often necessary-. Day and 
evening treatment centers oan best provide con- 
tinuing care to these patients after the acute crisis 
has passed 

The findings of this 1972 stu-dy clearly Indicated that 
a large proportion of the ' 6,500 persons .then 
residing in state hospitals could be cared for equally 
well in alternative settings. Approximately 4,000 per- 
sons, or 62 percent of the total, could have been 
transferred to other facilities If such settings were 
available. It is important to emphasize agaiij that the 
first step m moving patients from \he area's state 
hospital unit to alternative care programs is 
evaluating the client's specific needs and 
capabilities: Since many hospitalized patients func-, 
tion better In settings with higher expectation levejs, 
it IS strongly recommended that all hospital patients 
be evaluated and a range of alternative settings con- 
. sidered 

If the goal of reducing the num'ber 'Of patients in 
hospital settings is to -be achieved, communities 
must develop thfe residences and therapeutic 
facllitle's described elsewhere in the Manual. These 
i^ncfude nursing and rest hpmes for persons needing 
a high degre9 p\ long-term supervision, intensive 




care facilities Jor th^^en^a^^ii^ing short-term inten- 
sive psy.chosornatic sup^ision and care, halfway 
house'fe and group hpme^ for those needing minimal 
supervFsion, and cooperative apartments for those 
needing little If any s/pervlsion. It Is especially Im- 
portant that it be possible for patients to move from 
one residential setting to another as they become 
able to live more Independently. Flexibility in area 
programs will foster patients* groyvth and in- 
dependence; administrative rigiditije^ will inhibit 
them. 

2. Newly A^rnitted Adult patfents. 

Based upon national statistics, pach catchment area 
can expect 800-1,000 annual inpatient admissions 
per 100^000 population. Only about half of thede 
episodes take place In public facilities—county, 
state,' or Veterans Administration. The other half of 

, inpatient care is provided by psychiatric units in 
general hospitals and private mental hospitals. Itjs 
of note that as recently as 1971, Massachusetts 
ranked well below (he national average in utilizing 
psychiatric units In general hospitals but above the 
national average in its use of public aod private 
facilities.' During the succeeding, years, psychiairic 
services in general ho^spitalff have been growing; the 
Massachusetts Hospital Association reported that in 
1974 thirty of Its members operated such services. 

^ Thus, area planning for the psychiatrfc needs of per- 
sons who must be hospitalized should include the 
full gamut of services available through private,, 
voluntary, and public hospitals. Area planning also 
should consi.der the range of services needed to 
rfeduce'the duration, of hospitalization as well as 

. alternatives to inpatient care itself. 

Aggressive and Potentially Violent Male - 
and Fennale Patients. 
* A small num'ber of patients require cT^t&cure unit 
with locked wards and careful supervision^^he 
genersflSfeeling of planners and administrators is 
that the^e patients are best cared for in a regional 
facility. Hn fact, a Department of Mental Health Task 
Forpe is, planning* such a i)rogram now. Regions 
should be extremely cautidll^ and wary of creating 
such institutions which may become: (^) means of 
repressidn for certain deviants, (b) means to "lock 
up problem people" rather than ^meeting their 
^needs, and (c) an exporting mechanisn^ for areas. 
. comnrlunities, and neighborhoods. It is strongly 
» urged that area programs try to deliver services to 
members of this group through local program com- 
ponents whenever possible. 

Legal Offenders , _ 

A moderate number of adults are referred each year 
from the. courts to the Department of Mental Health 
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for evaluations of competency to stand trial for .an 
alleged offense or because they display emotional 
problems while In correctional Institutions. 

Children ^ 

There Is currently a serious shortSkge In 
Massachusetts of inpatlent.and/or residential serv- 
ices for children-. Although the number of children 
who retquire 24-hour care for strictly psychiatric 
reasons tends to be very small, when the need doea 
arise, it involves a complex mixture of medical, psy- 
chiatric, and social services. The only inpatient 
facilities currently available for children are the 
Gaebler Unit at Metropolitan State Hospital in 
Region III. and the League Day Program School at 
the Erich LIndemann Mental Health Center and the. 
Massachusetts Mental Health Center in Region Vi. 
With this limited bed space, clinicians have had to 
place children in state hospitals, pediatric services 
of general hospitals, and group or foster home 
placements. This situation ' has created serious 
public concern; its resolution wifl require ingenuity 
as well as long-term planning and advocacy at the 
' area program level. 

A combination oj residential/day schools should be 
established for severely disturbed clujdren needing 
intense supervision. Because of the small number of 
children who would benefit from a special school, W 
may be necessary to'^s^^blish the school on a pauitl- 
area or regional level. The Department of Mental 
Health has. already developetd five residerftial mini- 
schools for autistic and seNousiy disturJ^ed/Vouth as 
well as 27 day mini-schools. Such mini-schools 
would [epIacQ public school education/only in the 
most extreme cases; Department of Mental Health 
staff should always attempt firs/ to develop 
programs for emotionally disturbed/children within 
their local school system. ' 

Oevelopmentally Disabled j^x\6 Mentally 
Retarded / 
Approximately 30 percer>t^ of the persons now 
residing in state haSpitais are Considered 
developmentally disabled and/or mentally retarded. 
If these Individuals are to be served in an alternative 
system, appropriate community facilities must be 
established for them. These facilities should be 
planned in conjunction with the Regional. Ad- 
mlnlstr^dr for Mental Retardation, an area^'coor- 
dlnatorlor mental retardation, and the newly evolv- 
Ing^eographic units within state schools. 

Adolescent Patients 

Abpuf 120 seriously disturbed adolescents between 
ages 14 and 18 now reside in adult units of state 
hospitals. There is an increased awareness of the 
need to design services more relevant to their 
needs. Some advocate separate adolescent units 
specifically geared to the developmental and 
educational needs of this age group. Others assert 



that fully separate units are clinically unmanageable; 
. adolescents should participate In unique day and 
evening programs but reside on adult units. 

The Department of Mental Health Is experimenting 
with both types of programs at several state 
hospitals. A program for Bridgewater State HospitaJ 
youth will be housed under contract at the Solomon 
Fuller Center in Roxbury, In addition, residenllal 
facilities for troubled adolescents rapidly are 
developing outside of the hospital system. Examples 
include^ Freeport in Newton and the network of com- 
munity residences developed for youthful drug 
dependents by. the Division of Drug Rehabilitation, k 
is recommended that adolescents not be treated in 
hospital settings if at all possible. As another treat- 
ment model, disturbed adolescents can be treated 
in therapeutic day programs related to educational 
programs, such as the Woodward School at 
Worcester State Hospital or the Robert W. White 
School at the Erich Undemann Mental Health 
Center. 

Geriatric Patients 

Elderly persons frequently become Department of 
Mental Health patients because, in addition to 
medical and neurologic "problems, they have psy- 
chiatric problems often manifested by dementia,^ 
confusion, memory difficulty, difficulty in locomo- 
tion, incontinence, wandering, etc. Such persons 
pose difficult placement problems. There is a 
moderate but significant group of geriatric in- 
dividuals too chronically ill for acute^ medical 
hospitals and/or who are too disruptive or confused 
for nursing homes. They get transferred or com- 
mitted \o Department of Mental Health facilities; 
hospitalization then is often protracted because of 
difficulty irklocating alternative placements. 

Admission rates for geriatric individuals can be 
reduced when mental health centers effectively 
utilize specially trained geriatric consultation teams 
which establish liaison with nUrsing homes, rest 
homes, and general hospitals. The geriatric 
specialists consult with staff at such institutions 
about management and behavioral problems, 
prevention o\' psychosis, treatment of depression, 
and other problems. The liaison work of the 
Massachusetts Mental Health Center's geriatric con- 
sultation team wa| described in the Manoal's earlier 
section on Consultation and Education. 

Despite the success of these efforts, nevertheless, 
there remair\ geriatric patients who require the 
medical, neurologic, and. social service resources 
found only in hospitals. It 'Is estimated that 50-100 
elderly persons per 100,000 population will require 
such services annually. The availability of Medicaid 
has significantly reduced the nunriber of geriatric 
mentally ill patients admitted to public hospitals, but 
there still remains a group of geriatric persons 
whose needs are met by neither nursing homes nor 
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general hospitals. 
AlcohoUcs 

/Mcohollc? requiring 24-hour care often have severe 
intoxication problems and .Withdrawal syndromes 
such as D.T/s, hallucinosis,, and Wernicke's syn- 
drome. A large number of these' persons also have 
medical problems. In m^ny states, 20 to 30 peFcent <> 
of admissions to psychiatric hospitals are related to 
alcoholism. Since July 1973. t/ie Department* of . 
Public. Health in Massachusetts has facilitated the 
opening of a network of detoxification centers 
throughout the state. The availability of such 
facilities has reduced greatly the demand for admis- 
sion of alcoholics to mental health facilities. 
However, alcohol detoxification units do reqqire 
psychiatric backup for problems such as sulcfde, 
hallucinations, confusion beyond the initial period, 
and severe personality difficulties. Liaisons need to » 
be established with these detoxification centers %nd 
procedures developed for admission and fori 
transfer to aftercare programs such as AA, halfway! 
houses, and vocational rehabilitation programs. f 

Drug Dependent Persons ' 

There is a small but significant number of persons 
with serious drug abuse problems who require 24- 
hour csifd, often on an inpatient unit. Special 
medical problems exist with persons addicted to 
barbiturates and related drugs', anci who also may 
be involved with amphetamines or who jiave had 
very serious "bad trips" with LSD or mescaline. 
Heroin problems have recently become less of a 
burden on mental health facilities because of the 
network of^^prograr^s developed by the Division|of 
Dcug Rehabilitation. The addict's short-term need is 
for hospitalization for detoxification. Long-term 
problems of rehabilitation are best handled through 
self-help groups and the various halfway houses es- 
tablished by the Division of Drug Rehabilitation. 

Organizational Auspices and 
Facilities 

Four types of organizations can provide hospital 
care within comprehensive treatment programs for 
the mentally ill. They are the following: 

1. Unitized Programs in State Hospitais. These 
units currently are the largest publicly operated 
providers of hospital care for all types of adult 
patients. Traditionally controlled by hospital 
superintendents, these units increasingly are 
coming under the budgetary ahd clinical control 
of area program staff and Area Boards. It is an- 
ticipated that over time, staff and patients from 
these units also will be shifted to the communi- 
ty. For example, when 10- patients are returned 
from the unit to community facilities, one state 
hospital^staff member should accompany them 
. to provide aftercare and help develop other 
necessary services. Many innovative programs 



have been developed by state hospital units^. 
Area programs, must accept responsibility for 
these units and recognize that they are a major 
resource from which^^Jp-- arrange sfaff 
reallocations under prqa^ conditions. 

Community Montal Htaith Ct nters. There now 
are several freestanding community mental 
health centers with inpatient capability. The 
oldest is the Massachusetts Mental Health 
Center; others Include the Corrigan Center in 
Fall River, the Solomon Center In Lowell, the 
Erich Lindemann Mental Health Center in the 
Harbor Area, and the newly completed Fuller 
Center in Boston. Plans are under way for con- 
struction of similar c.enters In Plttsfiettd and In^ 
the South Shore Area, 

It Is not expected that additional freestanding 
centers will be constructed. Enthusiasm for 
them has subsided since the early ^stages of the 
National Institute of Mental Health community 
mental health centers movement. There 
currently is more interest In developingllrikag^s 
bejiween Department of Mental Health 
programs and psychiatric units in general 
hospitals^ and othe/ non-Department of Mental 
Health programs rather than* continuing the 
earlier pattern of having all services located in a 
single building. 

For the most part, existing community mental 
health centers are operated as Department of 
Mental Health programs and are staffed by 
state employees under the direct administrative 
control of the Department. As such, the centers 
are subject to many of the administrative dif- 
ficuJties and program encumbrances 
characteristic oi state services. Attempts now 
are being made in some centers to develop 
autonomous, community corporations whicji 
wouldo contract to replace the Department of 
Mental Heaitlj in administering center 
programs. 

3. Private Psychiatric Hospitais. Facilities such as 
Glenside, Westwood Lodge, McLean, Human 
Resource Institute, etc. Increasingly are being 
used by patients with third-party payment or 
private resources. Where such facilities existias 
major resources for local communities, Ar6$ 
Boards and staff arp ejicouraged to develop 
liaisons for planning and program development. 

4. Psychiatric Units In Generai Hospitais. These ^ 
units have rapidly expapded in recent years. 
Federal statistics indicate that while in 1955,*80 
percent of all inpatient care was provided in 

• public institutions, i.e. state and Veterans Ad- 
ministration hospitals, this is now down to 45 
percent. Approximately 50 percent of^all psy- 
chiatric inpatient admissions now occur in psy- 
chiatric units in general hospitals. Until 1970, 



Massachusetts lagged behind' the national 
trend, but a number of^psychiatric units have 
been opened recently in general hospitals 
throughout^ the state. Department -bf Mental 
Health area programs have encouraged and 
supported these units via contract, assignment 
of personnel, or through National Institute of 
Mental ^Health grants as at Union Hospital In 
Lynn and at Newton-Wellesley Hospital! 

There are several advantages for area 
programs which utilize psychiatric units in 
general hospitals. These facilities provide 
•coverage through third-party payments, they 
have readily available neurologic, medical, and 
X-ray services; and they enjoy greater public 
acceptance. Duration of stay also tends to be 
shorter in general hospitals than in other psy- 
chiatric facilities. On the other hand, these units 
tend to be heavily medically oriented in treat- 
ment services, and linkage with community 
agencies is highly variable. Too great en- 
couragement of the "sick" role may increase 
dependency and decrease patient initiative for 
independent living. Moreover, general hospital 
services are expensive with an average per 
diem cost of over $*100. The complex and ex- 
pensive facilities of a general hospital may not 
be needed for many patients wi)h so-called 
functional mental disease, i.e. depression, 
schizophrenia, neurosis, and personality dis- 
orders. These factors must be acknowledged 
and balanced by area programs in planning for 
inpatient services. 

Program Content 

The patient's best Interests require that he/she be 
treated at minimum cost, regardless of whether 
costs are measured In time lost from work, in- 
convenience, psychological regression, removal 
(rom ordinary habitat, stress on family, or dollars 
and cents. Inpatient services should be .based on 
the principle that the social and physical environ- 
ment in which a person is treated is. in itself, an im- 
portant factor in the success of treatment, fn addi- 
tion to pleasant physical surroundings, clinical 
programs should emphasize a person's remaining 
resources rather thanvdeficits. Thus, the inpatient 
service should strive to keep the client active and in- 
volved irf therapeutic programs and activities. When 
inpatients care is deemed necessary, admissions 
stiould be coordinated with the procedures of the 
general hospital or. froestanding center, and an 
acceptable diagnostic f)rocess negotiated. 

Treatment plans should be designed with clinicians, 
the C^frdnt. and members of the client's social 
network (family, fi^ends, neighbors, employer, etc.) 
taking responsibility when possible for defining the 
problem and changing trbut)lesome relationships. 

A 'variety of therapies and activities should be 



available within an Inpatient servicerlncluding: in- 
dividual counseling, group» family, couples, and In- 
sight therapy, proBlem-solvIng In a so.clal network, 
genetic counseling, day activities, vocational 
counseling and training, workshops, behavior 
therapy programs, recreational and occupational 
therapy, short-term and long-term psychotherapy, 
independent living skills, and educational Instruc- 
tion including tutoring and English as a second 
language. Special care should bo taken to match the 
needs of the client with appropriate interventions. 

The patient's treatment plan shoulcj be reassessed, 
at a minimum.' one and two weeks after the in- 
dividual enters the systom and monthly th^eafter. 
Effor'ts should be made to help the individual live in- ^ 
dependently. Ah individual entering inpatient care 
through the general hospital might be moved, to an 
intensive care facility or other community residential 
program within a short time. Follow-up and continui- 
ty of care are extremely important during these tran- 
sitional times to Kelp individuals manage lifo^ 
problems without being overwhelmed. 

Staffing Patterns 

Inpatient bare is best provided, by staff who are 
sensitive to individuals in crisis, have the ability to 
listen and empathize, are resourcefuL'^have abilities 
in problem-solving, are knowledgeable of human 
services resources, have nonprejudiced attitudes 
toward the "mentally ill," and are willing to con- 
tinually reevaluato their work in response to 
criticism from other staff and patients. Th^se skills 
can be found in individuals with varied professional 
backgrounds. 

The exact number of staff required in th€P^ different 
kinds of hospital facilities described previously 
depends upon the size of the facility, and the type 
and amount of care It provides in the network of 
services. An area's programs and facilities, in*turn, 
will depend upon the needs of communities and 
neighbofhoods within its boundaries. 

Traditional medical and psychiatric settings are 
utilized most appropriately Jn the evaluation and 
treatment of organic disorders and in use of phar- 
macotherapy. Admission, treatment, discharge 
pianning. and patient recor'ds functions should be 
performed by staff specifically skilled in these ac- 
tivities. 

0 Community volunteers are an important resource tq 
the area inpatient program. The clinical staff of each 
area facility, as well as the area administrative staff, 

.^gshould be responsible for recruiting volunteers. 

Supportive relationships between clients and com- 
munity neighborhood volunteers are a vital resource 
for ^helping persons move from the hospital back 
into the community. Once cHents return to the com- 
munity, this relationship with a volunteer may prove 
ta be the essential variable in reducing recidivism. 



Due to the potential Importance of their relation- 
ships with clients, volunteers, should be offered 
meanln'gful rcHes such as advocates, tutors, 
program participants and developers, gr9up 
loaders, etc. ^ . % 

Former patients also can provide skills and Support 
within an Inpatient program.. These Individuals have 
valuable knowle'dgis of what It^meahs to be an la- 
patient and should be utilized and respected (n the 
development of treatment plans and programs. 
They can adjl mucj[i needed support to Individuals In 
crisis and to their .social network, ^uch v^ofk also 
can benefit e;<-patlenta by reassuring ihefri^of their 
self-^^/orth. thus fpcllltating a smooth transition Into 
community life. 

Costs and Income Sources 

Within' a few years. It Is recommended fhat the 



Department of Mental Health, with some exceptional 
no longer directly provide Inpatient services. When 
hospital care Is required tind third-party payment Is 
-not avalJable, these services generally should t>0 
provided by the Department of Mental Health on a 
contract basis to private psychiatric hospitals or, 
preferably, psychiatric units In general hospitals. In 
some areas where local Inpatient units already exist, 
such as at community mental health centers, these 
could continue to serve their areas as contracted 
services rather than, as direct administrative units of 
the Department of Mental Health. Until this goaf Is 
reached, the vast state funds now allocated to In- 
patient care could be used to provide services In a 
transitional period and fcir the creation of support 
programs which ev.entually will become either self- 
supporting or partially funded through other 
sdurces. 
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Section III. Area Program Administration 



The administrative structure of a comprehensive 
area-basfed mental health program should facilitate 
the provision of services described In Section II of 
this Manual. The design of such an administrative 
structure Is more readily determined when consen- 
sus exists about the premises underlying communi- 
ty mental Jiealth programs and when relevant par- 
ties agree to the administrative functions associated 
with such enterprises. However, even under these 
circumstances, some desirable administrative 
patterns cannot be implemented immediately or 
even in the future since they would require rnajor 
changes in existing law or state administrative and' 
fiscal practices. Nevertheless, If Is important to 
delineate the most effective and 'Efficient means of 



Implementing these principles will require transfer- 
ring responslbllitv for financial and staff transactions 
from the central to area administration. Although, 
this concentrates conslderat>te-F^PQnslblilty and' 
authority at a decentrallraa level, in the present' 
system responsibility Is fio widely diffused whlfe 
authority is centralized arrd subject to suCh exten- 
sive ghecks and balances that-aiy one transaction 
can require apprdval by as many as^'seven^eveis of 
government. The existing system, which appears to 
have developed in part' to prevent abuse tff power or 
misuse of funds, has become so cumbersome and 
dysfunctional as to Constitute mismanagement In 
;9i|id of itself. The rational planning and management 

. , ^/c/i resources, therefore, is often impossibie'and like- 

administering area programs in a9Cordance vyithy. -L^jnore costly than trie abuses it was designed to 
our premises and conceptual framework since thes,#*^ correct. Furthermore, , the present diffusion of 
goals are realizable by the Commonw«aUMn th^ responsibilit^has^ produced a system- where ac- 
near future. Moreover, we believe tha^^^jTj^^ ls>f»e|rly nonexister>t, with consequent 



suggested principles. are broadly acpepte 
most administrative/ procedures could be im- 
plemented by internal reorganization of the Depart- 
ment of Mental Health without major governmental 
or legal changes. 

In keeping with the rationale that greater consensus 
can be achieved for new administrative structyres if 
the underlying program principles are madei ex< , 
plicit. we reiterate two principles fundarnental (p.* ! 
community mental health programs: 

1. Mental health and retardation services should 
be delivered at the area level through programs 
desigry&d^serve a specific geograp5hT6'p(opula- 
tion. Although an area program niay nolf^be able 
to meet ainhe service needs of its pop^Dfaj(ion, 
and combining the resources of several areas 
might be required to provide services for some^ 
low incidence-high need groups, the catchment 
area model still has the best potential tor 
providing services that are readily available\o 
the client, accountable to the population served, ^ 
and responsive to the community's particular 
needs. 

2. Effective administration of an area program 
requires that the area be responsible for plan- 
ning, developing, monitoring, evaluating, and 
managing Its own programs and resources. 
Each area should set its own priorities,^ prepare 
and manage Its -own budget, reallocate its 
resources and appropriations as needed, han- 
dle Its own personnel and payroll, and write and 
administer its own contracts and agreements. 

— . ^ 

• W Hargreaves. et al Resource Materials for Community Mental Health Program Evaluation. Part 11. Needs Assessment and Planning 
San Francisco. California: National Institute of Mental Health. 1974. 



loss of credl^Iity among both the government and 
the citlzen^^ft'i&fntended to serve. 

*y / ^ 

Adequate checks and balances pn the misuse of 
authority at/the area level are attained by the follow- 
ing mpans: „ * 

Histablishing careful cost-accounting and post- 
X audit procedures for each area account; ' " 
Establishing an Area Board with the power to set 
policy and priorities, approve or disapprove major 
expenditures, major changes or additions to 
•programs, contracts and agreements (all within 
appropriatiofis), and hire and flr^ Area Directors; 
and ' 

• EsteblJ|shing pioce^r^ within the regional or 
Central affl<J<^^ and monitoring of 

programCfiCf^tew of personnel grievances, setting 
*of standanstC^d regulation and inspe^ion. 

Effecfiivg^^d ministration of comprehensive 
pro^rgfffiS^ at the community level requires an area 
office With the capaciiy to manage Its own affairs, in- 
ciudiilg staffing levels that will assure competent 
clinical^ dlrectfon and the technical expertise to ad- 
ministersizabie budgets with multiple programs and 
numerous employees. As a corollary to this 
development, many staff now assigned to the 
regional and Central offices should be gradually 
reassigned to Area Offices. 

Expanded administrative structures at the area level 
should not be merely another layer of bureaucracy 
acfded to the existing structure. Instead, as ap- 
propriate functions and resources of the Institutions 
are transferred gradually Into community programs. 
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the related functions and resources of the regional 
and Central offices should similarly be transferred 
to ^-area-level administrator^. Accepting the finite 
resources of the Department of Mental Health, an 
adequate area-level administrative structure 
pcobably could pot be achieved wIthoDt reallocating 
some of the resources now utilized at other levels. 

Tfie goal of administrative flexibility and creativity at 
Uie area leyel requires that the Le&islature.forego Its 
practice of exercising line item fiscal control over - 
mBntal health budgets. Administrators incapable of 
rfianaging programs within prescribed standards of 
;responsibiray and accountability should be relieved 
' 'f their duties; constraining them by excessive con- 
trols Is'an hfapproprlate solution. Until suc\\ time a3 
clear administrative authority Is vested^at tl:^e area 
level, there are budgetary mechanisms that can be 
utilized to redeploy resources within an area 
program. While these ar6 often cumbersome and 
time-consuming, they should be applied on an in- 
terim basis. The following are examples of such ad- 
ministrative mechanisnrfs. 

• Reallocation of unfilled job slots. Certain posltions- 
whlch are "no longer needed can be "traded In" for 
other job titles. For example, three housekeeping 
staff slots might be reallocated to two social 
worker slots, as long as equivalent funds are in- 
volved. 

• Personnel reassignments and training. Staff 
currently stationed at a hospital Ibcation could be^ 
reassigned to a community location, if this were a 
more relevan,t use of such staff. Inservice training,- 
including thorough orientation, should ^accom- 

. pany such transfers. 

• Cooperaf/on among Department of Mental Health 
institutions. In a situation where state hospitals 
are phasing down and some state schools are ad- 
ding personnel, surplus manpower in hospitals^ 
should be given first option on available jobs in 
the schools. 

• Cooperation among sta4e agencies. Personnel 
can be transferred between agencies where 
specific services are no longer required in one but 
are necessary in another. Such staff as 
maintenance, launderers, truck drivers, laborers, 
etc. now are needed less by the Department of 
Mental Health. In the fiscal yedr following the 
transfer of staff, the Department of Mental Health . 
could reallocate the vacant job block to a more 
necessary function or to the consultant (03) and 
contractual (07) accounts. 

•|n addition to these procedures, the Department 
might also use the contract mechanism for per- 
sonnel utilization. For example, in contracting with 
organizations to establish cojDmunity residences or 
other community mental health programs, a com- 
mitment should be included that job Openings would 
be posted in state hospitals, and that interviews 
would be offered first to personnel In institutions. 



A recent development related to personnel 
redeployment Is the enactment by Congress of Title 
XX as an amendment to the Social Security w^ct. This 
new federal program, which Is a 75-25 federal-state 
matching program, becomes effective October 1, 
1975 and provides {or a wide variety of social serv- 
ice programs, tt Includes funds for training staff 
affected by the deinstitutionalization process since 
personnel who^have workecJ for many years In an In- 
stitutional setting will have to make significant ad- 
justments In assuming work responsibilities In the 
community. Process training as well as skills train- 
ing will be necessary. Similarly, many conrimunlty 
workers face the challenge of modifying negative aU^ 
titudes toward these new coworkersrso that they can ' 
function as effective teams. 

Area administrative structures will force much more 
careful specification of the future roles, functions 
and responsibilities of the Regional and Central Of- 
fices than can be stated yet. Although the major 
focus of this Manual Is on area administration, ob- 
viously larger questions must soon be confronted. 
For example, the regional office structure will con- 
tinue to play an essential role during the transitional 
period of phasing down institutions and developing 
con^prehensive community programs. However. 
enlaTging the interim structure and functions of 
regional offices, as is being proposed by some, may 
vitiate the development of a viable area administra- 
tion truly capable of 'managing its own programs. In 
the future, when the areas are able to provide most 
essential services at the local level and to provide 
additional services through contract or agreement 
between areas, it is clear that the function of a 
strong regional office would be modified. In resolv- 
ing the future rple of regional offices, it Is important 
to review each one individually since these offices 
now ^re at distinctly different levels of development. 

No uniform policy is appropriate on the relative 
effectiveness or efficiency of providing clinical serv- 
ices directly by the Department or through the 
mechanism of contract for service since this Issue is 
determined best by the Individual areas. The extent 
to which an area program contracts for services, of 
course, affects its administrative structure. For ex- 
ample, areas that use contracts extensively should 
include adequate numbers of personnel capable of 
supervising, inspecting, and enforcing regulations to 
assure that quality is maintained by contractual 
service providers. The issue of labor negotiations 
and union contracts requires careful study since It is 
closely linked to expanded contractual service 
arrangements. 

The Components of Area Program 
Administration 

The functions performed by an area office can be 
grouped into six major categories: (1) executive; (2) 
clinical services administration; (3) business; (4) 
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community participation; (5) evaluation and data 
« systems; and (6) resource development. The 

responsibility for and performance of these func- 
^ tions are shared often by more than one staff group. 

but we have tried to list the functions under the 

category where major responsibility resides. 

Executive 

1. Overall Direction of Clinical and Non-Clinical 
Programs. The Area Director will have ultimate 
responsibjiity, authority, and accountability on 
the area level for directing all area mental health 
functions, ift order to facilitate this r^spon3ibili- 
ty, the Area Director will develop a formal table- 
of organization designating subdivisions of 
clinical and business functions and their in- 
terrelationships. Since the service delivery 
system varies from area to area. thyB table of 
organization need hot follow any single 
prescribed pattern. 

» 

2. Program Planning and Identification of Needs. 
The Area Director will assume responsibility for 
these functions at the area level. In so doing, a 
mechanism will be developed by the Area 
Director for receiving appropriate input from 
and providing Input to the Are& hoard, other 
commurtity agencies and groups, and the area 
program staff. ^ 

3. Resource Allocation. The Area Director will 
have responsibility for allocating financial 
resources and will do so in consultation with the 
Area Board. 

4. Reporting. The Area Director will be responsible 
for delivering reports required by and consis- 
tent with Department of Mental Health policy. 
The Area Director wiii develop a mechanism for 
assuring the coJIection of client, staff, and fiscal 
data, and the preparation of reports appropriate 
to the Area Board and regional and Central of- 
fices. 

5. Negotiations with Outside Groups Involving Ex- 
change of Services, Affiliations, Contracts, and 
Labor Relations. The Area Director will arrange 
to have appropriate and adequate legal and 
business consultation, probably supplied by the 
regionbl or Central offices. In order that con- 
tracts and other negotiations be performed in a 
thoroughly legal and businesslil<e manner. 

6. Communication and Relations with the Regional 
and Central Offices of the Department, Ex- 
ecutive Office of Human Services, Other State 
Agencies, and Local Legislators. The Area 
Director will be responsible for establishing a 
network of communication with relevant state 
and federal agencies and legislators to assure 
coordinated local services. 

7. Personnel. The Area Director will be responsi- 
ble for the hiring and firing ot-^pper level 



clinical and managerial staff within the area 
program in line with state and Department of 
Mental Health policy. All hiring and firing of 
other area program personnel will similarly re- 
quire the Area Director's approval. The Area 
Director shall be responsible for approving role 
definitions for all area employees, including job 
descriptions and lines of responsibility. 

8. Budget Preparation and Monitoring. The Area 
Director will assume responsibility for super- 
yising anq| monitoring the preparation of the 
area budget in conjunction with the Area Board 
prior to Its formal submission to the Regional 
and Central Offices. 

ClinjcaJ Services Administration 

1. Overall Responsibility for Clinical Services. The 
clinical program will be subdivided into units 
reflecting the program needs and"' geographic 
nature of the area. The directors of the clinical 
components shall be responsible to the Area 
Director for their clinical decisions. If these serv- 
ices are contracted, the providers shall adhere 

' to Department of Mental Health standards for 
care, and the program shall be accessible at all 
times to the Area Director or his/her staff who 
will monitor the performance of the contract. 
When the area program utilizes regional or cen- 
tral programs for the care of local citizens, the 
Area Office shall negotiate the nature of serv- 
" ices to be provided at such a facility, the policies 
regarding entry and exit from the regional or 
central programs, and the expected rates of 
utilization. 

2. Coordination and Integration of cHolcai Serv- 
ices. The heads of the service units of the area 
program shall meet regularly as clinical ad- 
ministrative teams to review issues arising 
among them. They will ensure continuity of care 

^ and the smooth flow of patients' records, staff, 
and other resources among the clinical services 
as needed by the oveVall program. J 

3. Planning. Implementation, and Evaluation of 
Clinical Programs. This function shall be taken 
on by the clinical administrative teams and the 
Area Director. 

4. Facilitating the Flow of Information Among 
Clinical Units in the Area Program. Clients shall 
be admitted to and discharged from the area 
program in its entirety, not to individual facilities 
within this prograni. This will be true for persons 
admitted to contracted components as well as 
to those which are directly operated by the 
state. Clinical information WHI be available to all 
program components and clients will in- 
formed of this policy. Confidentiality of informa- . 

'Xfon beyond the area program will be protected 
as stipulated by statute and Department of 
Mental Health regufations. 
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5. Client Records' Supervision. Client records' 
'supervision will be undertaken by a registered 

medical records' librarian, and a uniform 
system will be developed for the area as a% 
whole. Active records for clients In' regional 
facilities will be on file at the regional facility, but 
each patient will have an area case number. 
. When the patient is discharged, the file will 
revert to the area program's medical records's 
unit for storage and retrieval^ 

6. Facilitating Communication Among Clinicat 
Units and Non-Clinical Support Units. This will 
be undertaken by 'the' clinical administrative 

^s^teams which will be composed of the directors 
of the clinical components and those involved in 
nonclinical consultation, education, adminisfra- 
tlo"n, and planning. 

7. Supervising Laboratory Facilities. Laboratory 
facilities' supervision will be undertaken by the 
Area Office for services provided by contracted 
laboratories or local facilitle^"tjperated by the 
Massachusetts Department of Mental Health. 
Where these laboratory facilities are part of a 
state hospital, they will be accountable to the 
Regional Mental Health Administrator. 

8. Supervising Pharmacy ^Operations. Pharp^y 
operations will be supervised by the Ar.rfa Of- 
fice. When the pharmacy is located at a regional 
facility, it will be supervised by the administrator 
of the facility and its services coordinated for 
tocal clients by the Regional Mental Health Ad- 
ministrator and the Area Director. Nonfacility- 
based pharmacies serving Department of Men- 
tal Health clients shall be utilized at the discre- 
tion of the Area Office since pharmacy services 
at the area level may not necessarily be a 
program component. 

9. Planning and Implementation of In-Service 
Training. The planning and implementation of 
in-service training efforts will be conducted on 
an area program basis as determined by staff 
and local program needs. Each area program 
shall develop Its own in-service training 
program by utilizing Its own personnel or by 
combining Its resources with those of other 
areas under the leadership of the Regional 
Mental Health Administrator. 

Support Services Adtninistration ^ 
1. Personnel Responsibilities. The Area Business 
Manager shall be delegated administrative 
authority for personnel action, and he/she will 
be responsible for maintaining personnel 
records arid preparing the payroll. Whenever 
possible, this procedure should not require 
regional and Central office review although 
records will be sent to the regional and Central 
offices for Information purposes. 



2. Budget Preparation, the preparation of the an- 
nual budget should be conducted by the ap- 
propriate business and management staff at the 
area level and should contain cost-accounting 
analyses. 

3. Expenditure of Funds and Budgeting Available 
Resources. The expenditure of funds should be 
under the administrative control of the Area Of- 
fice subject to postaudit. Transfer of funds 
within accourUs shall be at the discretion of the 
Area Director/^ 

4. Writing and Administering Contracts. The Area 
Office should have legal and business expertise 

' available either through Department of Mental 
HeTalth 5taff or through consultation to write ap- 
propriate contracts and to monitor trteir perfor- 
mance. The area should be delegated the 
authority to commit funds through confracts as 
it does when hiring personnel; it should be held 
accountable for tixe payment of these funds In 
accord with the contracts. Vouchers should be 
signed by the Area Director, and countersigning 
by both the regional and Central offices should 
not be necessary. Postaudlting should be suf- 
ficient control on such expenditures. 

5. Fiscal Administration of Grants. The business 
office at the area level is responsible for the 
fiscal administration of all federal and state 
grants. It should collect the necessary fiscal and 
personnel data, keep accurate records of grant- 
funded positions, and provide the granting 
agencies with whatever fiscal and accounting 
Information they require to continue funding. 

6. Admi^nistration 0f Reproduction Materials and 
Resource . Each Area Office should have the 
capacity to maintain and operate a complete 
communication system, which includes the 
capacity to reproduce and print documents as 
needed. 

7. Ordering and Dispensing of Supplies. The Area 
Office should order and dispense supplies to 
the area program components as appropriate. 

8. Maintenance, Housekeeping, and Food Serv- 
ices. Building maintenance, whether direct or 

. . under contract, ^should be supervised by the 
Area Office when local public buildings are 
used by the area program. The maintenance of 
regional facilities such as state hospitals will be 
under the carffrol of the hospital administrator 
and the Regional Mental Health Administrator. 
The same/division of responsibility pertain? to 
arranging food for patients in residential treat- 
ment, for supplying clothing, laundry, etc. 

9. Billing, Collections, and Insurance. Although the 
. Central Office can streamline billing operations, 

fiscal statements should be submitted to the 
patient by the Area Office. Similarly, the patient 



should negotiate fee adjustments. If necessary, 
with the Area Office. The Area Business 
Manager should bill Insurance companies, 
Titles XVIII and XIX, and othep third-party 
payers directly. Collected fees will be paid Into 
'the state's General Fund and will not remain 
locally although they will be credited to the area 
program account. Accurate area records should 
be kept, therefore, regarding Income generated 
.for services so that fees earned by area 
program components can be applied to 
program development. TJie Department of Men- 
tal Health's Inability tcT retain receipts con- 
stitutes a significant Jilmitatlon on the future 
growth of community programs. Although 
production records and fees documentation 
may be useful in some ^respects, so far they 

^ have not resulted In additional dollars from the 
General Fund. A mechanism should be created 
which will allow the area program to retain all or • 
part^.tS; the .Income generated by services 
prqvld^isd within the area. When fees are billed 
^private contractors, these fees will be paid to 
fne^jjirovlcler and information regarding such 
fees will be communicated regularly to the Area 

« Office. 

Community Participation 

1. Responsibility for Citizen Representation In 
Declsbn-Making Process. .Area Office staff 
must have established procedures to ensure 
citizen representation in all phases of the 
decision-making process. 

2. Commgnicationjwith Local Community Agen- 
cies. Designated Area Office staff should main- 
tain communlcatlori wljth community agencies, 
visit them, and keep them Informed of the ac- 

^ tlvities and 'services of the mental health system. 

3. Coordination ar^d Representation on Various 
Councils and Boards. Area Office staff should 
be responsible for liaison with councils and 
boards In the commuriity and should delegate 
representatives from the area mental health 
program. 

4. Staffing the Area Board. The Area Director will 
assign suitable personnel to work with the Area 
Board and to orient Its members on issues and 
policies. This is vital for the Board to perform its 
functions to maximal capacity. 

5. Liaison with Area Legislators. It is the respon- 
sibility of thQ, Area Office to be in close com- 
municatlon with area legislators;, to Inform them 
of the services provided by the local mental 
health program, as well as to keep them ap- 
prised of local needs and priorities so that the 



legislators may more effectively represent them, 

6. Developri^efitDt Written Material for Distriljution 
to Community. The Area Office must take 
responsibility for developing Informative writ- 
ten material and disseminating it In the com- 
munity, to promote citizens' knowledge of the 
mental health services available: 

7. Recruitment, Placement, and Supervision of 
Community Volunteers. The Area Office will es- 
tablish a mechanism for the recruitment, place- 
ment, and supervision of community volunteers, 

8. Advocacy. The Area Director and his/her staff 
must take responsibility for patient and com- 
munity advocacy with the local government, the 
media, commiHslty agencieg, and the 
communlty-at-large. 

Evaluation and bata Systems 
Evaluation Is defined as the process olNtJetermlning 
the vafue or degree of success in^achleving a 
predetermined objective. Thus, evaluation efforts 
must be based upon explicit criteria which can take 
the form of the goals' and pbjeciives established by 
the Area Board in Its annual plap assuming that they 
are sufficiently detailed. Other criteria can be stan- 
dards of the American Psychiatric Association? 
National Institute of Mental Health, accreditation 
standards of the Joint Commi^lon on thQ Ac- 
creditation of Psychiatric Facilities\or stahdards es- 
'tabllshed by tbe Department of Merita! Health. 

A carefully designed d'ata system^ must be estab- 
lished If evaluative activity is to take place. At the 
arda level, the data system should be directly in- 
tegrated with a management information system to 
allow for differential cost-effectiveness studies. The 
evaluation data systerri also must be planned to 
accept multiple criteria oT effectiveness, including 
measures of citizen and client satisfaction. Models 
of integrated management and evaluation informa- 
tion systems exist In other states.^ and several 
smaller systems are operating now in sffeas of 
Massachusetts. These alternative models should be " 
examined thoroughly and compared to the Multi- 
State Information System currently being utilized 
and expanded by the Central Office of the Mas- 
sachusetts Department of. MentqJ Health. While a 
centralized jJata system is necessary for*state-level ' 
„ fiscal and program accountability, a decentralized 
system is maximally effective for local management 
and effectiveness evaluation. 

•'•^ 

The following types of evaluation are the Area Of- 
fice's responsibility: 

1. Level of Effort of Servjce Delivery. Area Office 
^ staff will be responsible for collecting patient 



' NatfOnal Institute of Mental Health. Integrated management Information systems for community mental health centers. Department of 
Health. Education, and Welfare Publication No. (ADM) 75-165. 1974, 
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Utilization statistics which measure the volume 
of service rendered Jocal citizeps. Priority set- 
ting by Area Boards and connimunity- surveys of 
expressed mental health needs are factors rele- 
vant to determinin^g where, how. and in what 
volume services should be delivered, Effort 
evaluation also . can occur via monitoring 
procedures, e.g. patient complaints and various 
utilization reviews. Level of effort assessments 
can be initiated before more refined evaluation 
procedures afe in place. 

Effectiveness of Treatment and- Intervention 
(Service Outcome). Outcome refers • to the 
changes or benefits brought about in clients or 
communities as a result of the services 
delivered. Effectiveness studies are more com- 
_ plex than Studies of effort and require scientific 
^^jnethodoiogy and rigor; thus, this type of 
periodic evaluation might be contracted to an 
outside research organization. As an alter- 
native, the evaluation of effectiveness could be 
a function of regional level staff. In either event, 
such studies by parties outside the Area Office 
help to guarantee the required objectivity. Con- 
sunner satisfaction shoutd constitute one dimen- 
sion of such studies. 

. ^ Efficiency Studies. These .evaluation proce- 
dures seek to determine the relationship of 

- . costs to services and can take a variety of 
forms. Cost-effectiveness studies can be 
' carried out only where there is a mechanism for 
cbst-finding. Such studies then measure the 
relative efficiency of different forms of therapy 
or other clinical services in achieving their 
stated objectives, e.g. the cost of psychotherapy 
V. medication in achieving discharge from 
residential care. Cost-benefit analysis, while still 
rare in the human services, is a technique which 
attempts to specify, and, evaluate the fisqal costs 
and social benefits of different interventions to 
help decide which has a greater claim totlimited 
resources. Efficiency studies should bq done 
when pos9ible by area-level staff or by contract 
since they have a direct relationship to iriternal 
' operations and management. 

k Adequacy or Program Impact Studies, ihese 
studies attempt to determine the number of 
people affected by a giv en pr ogram in relation 
to the numbers determmei^f to need sucih a 
program. Adeqyacy studies have direct im- 
ations for service delivery scrthey s^ould b6 
Jed out at the area level when possible. 
?|gver, they also could be performed at the 
lal, level. In either case, contract^ 
sms probably shoulcl Be utilized. 

•Resource Development 
1. .J^lnancial Resources. Th^ Ar^a Office staff will 
be responsible for determining possible fund- 
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ing sources, public or private, on the local, 
' state, or national level. Area administrative staff 
^should contact granting agencies to be kept In- 
formed of available monies and priorities a$ 
well as, to make arrangements for third-party 
payments and other types of reimbursements. 

^/Vhen asource of funds is identified, it is impor- 
tant to match the right program to the resource. 
This involves identifying the target population 
and other criteria specified or 'Implied by written 
or verbal guidelines, maintaining a file on area 
program priorities, and proposals for submittal 
when monies appear available. In addition to 
maintaining a f[le on program needs and 
proposalskarea personnel responsible for 
resource de\!^opment could assist the clinical 
staff in designing a program that will meet ex- 
plicit or implicit funding requirepnents. 

staff at the area ieve'B' with technical assistance 
from regional and Central office personnel, 
should be skilled In preparing grant 
applications and proposals. Relevarj^kills in- 
clude clear expository writing, a knovjnedge of ' 
the field's substantive language, and .tl^e ability ' 
to explain the proposed program within the for- 
mat of the application's guidelines. 

Staff in the Area Office familiar witia federal and 
state granting procedures should be involved in 
the grant program startup. Depending on the 
fiscal administration, these procedures may be 
simple or complex. As required by the grantor, 
area administrative staff must be responsible 
for preparing progress and interim reports. 
They also must inform the program staff of what 
clinical and program data and, evaluative 
materials will be required during the granting 
period. ^ 

2. Nonfinancial Resources. A comprehensive area 
program requires nonfiscal resources as well as 
fiscal ones. For example, volunteer programs 
have shown their usefulness in a variety of ways, ' 
including task completion and community 
relations. By utilizing the specialized staff of 
other agencie'^, both state and private. Depart- 
ment of Mental Health resources can be extend^ 
ed. A linked system of human services agencies 
will strengthen the services of each of its com- 
ponent organizations.^ lyiany resources exist in 
the community that are not formally identified 
with Department of Mental health programs 
now but which can become reievanf^as the 
Departm'ent shiftsJt^ principal orientation from 
hospital-based to cbmmunity-based services. 



StaTfmg Patter^ y . 

staffing patterns for area offices must oe adequate 
to implemlbnt the six major functions outlined In the 
preceding section. However, since the major thrust 
of area p^rograniming is toward decentralization and 
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tailoring of structures and services to unique area 
needs, it is best not to delineate a single area office, 
staffing pattern which would be relevant for the wide 
variety of existing and future area programs. 

Adeninistrative needs necessarily differ with the type 
of program developed in each area. They are in- 
fluenced by factors such as affiliations with univer^ 
sities, medical schools or major hospitals, degriee of 
emphasis on the medical or social psychologi^l 
program model, extent of urbanization and poverty^ 
geographic size, availability of private services, ar 
extent to wmch an area utilizes contracts vs. direct 
provision of services. It seems no more sensible to 
attempt to specify standard administrative ste 
patterns for each area than it does to specify uni- 
form clinical staffing patterns. Nevertheless, the 
following administrative positions ^ are basic anc 
must exist in every area: an area director, a deputy 
(or associate) area director, a business managep( a 
data specialist, and adequate secretarial or clerical 
positions. Beyond this minimuRff staffing level, ad- 
ditional administrative positions should be created 
in accordance with the size of the area budget, and 
the types and complexity of service patterns the 
area has developed or needs to develop. As the 
scope of responsibility grows at the local level, area 
directors will become hard pressed to perform all 
necessary functions. The role of deputy or associate 
area director will become increasingly critical, and 
the current position, of Associate Area Director 
should then be upgraded in functions and salary. 

It has t^een emphasized that area offices are 
responsible both for the direction of all local clinical 
programs andjor overall management of the area's 
budget. The Tiiature'^ of clinical administration in 
areas which have multiple existing services will 
differ from that in areas whose primary need 
remains that of developing such services. Super- 
visory needs also will vary according to the extent to 
which services are contracted; areas depending 
heavily on contracted services require personnel 
qualified to Inspect and enforce regulations. Sinriilar- 
ly, the nature of area business administration vyill 
differ in locales which have many state-operated 
programs as opposed to those which primarily con- 
tract for service, as .well as between areas with small 
as opposed to large budgets. 

Since the requirements for clinical and business 
management in each area will vary widely over tifne^ 
area administrative personnel . beyond the core 
positions of area director, deputy ""area director, 
business manager, and data specialist also could be 
hired under an annual contract with the'Area Board 
supervised by the Area Director. Thi§ procedure 
would permit the Area Office's staffing pattern con- 
stantly to be tailored to the area's clinical needs and 
to the particular rpix of public, private, and contrac- 
tual services thQ^n in force. For example, an area 
program utilizing numerous state>^employees re- 



quires staff skilled in state -personnel procedures. . 
Should the clinical services provided by public 
employees be shifted -to contracted services, an 
Area Office would then requir^ staff skilled in 
negotiating 'and supervising' contracts, estimating * 
contract costs, determining legal requirenments, and ^ 
processing vouchers. The need for Area Office staff 
to handle state personnel transactions vyould 
decrease corresportdingly. By providing a portion of 
the area administration's funding in the contractual 
account, these kinds of changes or additions to area 
administrative, staff can be readily effected.'. 
Moreov^, when there is a major Increase in an 
area's bffdgetf, a contractual arrangement'for fund- 
ing the Area Office permits the rapid addition of per- 
sonnel needed |o supervise new or expanded serv- 
, ices. Reductions in direct service budgets or other 
, redistributipns of resources similarly could be 
reflected in a budget decrease for area administra- 
tion.^ 

When the total area program budget exceeds $2 
million annually, additional administrative personnel 
are required. Specialized staff include a ^fiscal 
manager or senior accountant, and a personnel 
manager. These added support staff are .vital since 
area programs, as part of the state system, deal with 
multiple levels of a large bureaucracy. The position 
of personnel manager Is becoming increasingly im- 
portant due to the necessity of implementing affirm- 
ative action programs, recruiting indigenotts-per- — 
sonnel, conducting employee evaluations, and offer- 
ing career planning assistance. 

Costs 

Area administration should be funded in relation to 
the size of the area's program budget, ap- 
proxlmatffig seveh to eight percent of the total funds 
in areas with very large budgets and 10 percent or 
more In areas with very small budgets. This funding 
should be provided in a way that permits maximum^' 
flexibility in the development of area administrative 
capacities, either through contracts with each Area 
Board or through creation of administrative 
positions^which permit the hiring of a wide variety of 
clinical and management personnel types. 

The statewide average for^an area budget in Fiscah 
Year 1976 most likely will be at a minimum $1,500,- 
000. A projected cost per ^j^^a^ffice of $150,000 or 
about 10 percent of the budget^s total Is consistent 
with this minimal funding level for area programs. 
Since no administration should be funded at less 
than $150,000 annually, the percentage of an area's 
• totaJ? budaet devoted to administration could be 
higher than 10 percent in those areas with the 
smallest budgets. However, thisi)asic administrative 
dlaff is necessary to assist such areas in developing 
the essential services they require. On the other 
hand, areas with very large program budgets 
probably will require somewhat less than 10 percent 
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of their total expenditure for administration. 

Administrative resources from phased-down state 
hospitals as well aSofrom the Central Office could be 
reallocated .to achieve .area-level managerial 
capability. The projections contained in Table '3-1 
are based on data derived from the Department of 
Mental HeaHh Fiscal Year 1975 budget. Precise data 
for Fiscal Year 1976 are being prepared. State 



hospital funds tentatively reallocated to area 
budgets are included in overall area totals, The.data 
are presented only to illustrate the range of area 
budgets in relation to administrative costs. The 
'Influence on administrative costs of such factors 
as federal funding and other revenue sources with 
unique fiscal reporting requirements is not included. 



Table 3-1 . Suggested Sample Budgets for Core Area Administrative SM 



Area 

"Eastern Middlesex 
Blackstone Valley 
Fall River 

Massachtjsetts Mental^ 
Health Center 



Fiscal Year 1975 

Totai 
Available Funds^ 

$ 976,000 
2,121,000 ^ ' 
3,329,000 
5,912,000— 



Recommended 
Minimum Area 
Office Budget 

$150,000 
150,000 
150,000 
150,000 



Recommended Recommended Percent of 
Supplementary..^ Total Area tot^l 
Staffing Funds Office Budget Area Budget^ 



$ 0 
38,190 
il 6,320 
263,840 



$150,000 
188,190 
266,320 
413,840^ 



15 
9 




• Inclldes slate, federal, and local funds available for mental health services. Included projected reallocatlph of-stiate hosf^ltal resdUi'ces to 
areatorograms Does not include Department of Mental Health funding for retardation. Does not include 6,2 percent C6st-oMMffg salary ' 
increase which affects 80 percent of personnel account. * \\. 

' The sliding scale percentage oj area administrative costs is tDased on the total area office budget in relationrtd an ar6a*s total av^abie 
funds) 
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Section IV. Im|:5lementing Community IVIental Healtli Programs 



The previous parts of this Manual have reviewed the 
eight services considered integral to each catch- 
^eryyarea's comprehensive program. Although 
every service has unique clinical characteristics, 
staffing requirements, cost considerations, etc., they 
also are closely linked and interdependent. In fact, 
when a composite of all eight basic services is 
arranged on . these dimensions, certain trends and 
program directions become quite evident. Section 
IV analyzes these trends in relation to the implemen- 
tation issues at the area and state levels so that per^ 
sons responsible for area program developm^nT 
can have a broader appreciation for^th^^ctors 
facilitating 5r impeding the^gla+evgfnent of locally 
established goals ancUobtSctTves. 

Organizll(fonal Auspices ' 

Community mental 'health programs ^are best 
administered within ^n organisational framework 
which encourages innovative ai)6 diverse ap- 
proaches to the design and delivery of services. In 
Massachusetts, ^ the Department of Mental Health 
has been the major, provider of services, and it 
operates v\^thira the guidelines and requirements of 
state govej^nment. M^ny innovative and pioneering 
.services have emerged from these publicly 
/V operated programs. Yet, 1he feeling is widespread 
tbat^govemmen^^^^ constrakts significantly restrict 
^j^n 'furjper Mi£Ji/ances. For example, the "anti-aid" 
Aniendment to the Massachusetts Constitutibn^ 
bars direct ^grants in aid to nongovernmental 
organizations. 

In reaction to other artificial and severe ad- 
ministrative impediments within the public sector, 
the Department of M^erital- Health, therefore, now is 
giving increased attention io the alternative of con- 
tracts wit4f>^oluntary and private agencies. 
Massachusett^^glOvernment has long used the con- 
tracting mechanikrq for such" human services, as 
alcoholism and rehabilitation; more recently, serv- 
ices have been contested for drug addicts arfd 
juvenMe offenders as vMl. 

jtracting has nianV distinct advantages, including 
budg^t^ control and flexibility. A fundamental but 
. Seldom n&sognized advantage is that it protects the 
•public administrator fronh the conflict of interest 
ci-Qated in both administering and monitoring one's 
3C own* program. A second advantage is that, contracts 
'^kcan^ be terminated or modified at set intervals in 
""^njrast to the constraints imposed Upon program 
• ch^rige when programs are operated by Civil Serv- 
ice 'employees, /particufarly in. publicly owned 
/ buildirf^Sv A f urther advantage of the contractual ap- 




assachusetts Constitution. A 



proach is that nonpublic a^^encies can bill third- 
party sources and retain the receipts for direct use 
in mental health programs. This capability contrasts 
with the practice of the Department of Mental Health 
whose receipts frorn third-party payments now go 
directly to the Comrri^mvyealth's General Fund. Each 
year, millions of dollars ^t;e reimbursed for mental 
^ health services pj;5^acieclAo citizens in Massa- 
chusetts^ A systern must be designed to earmark at 
majority of these funds for mental health 
'services to allow continued growth of community- 
based care. 

In order to achieve maximum benefit from varied 
funding sources, Area Boards should decide which 
components of their total program can best be con- 
tracted, which should bfe provided through Depart- 
ment of Mental Health staff, and which provided by 
a combination of contractual, and public staff. 
Progranri capability varies considerably from area to 
area, and local Citizen Boards know- best the 
strengths aad weaknesses of their own public and 
nonpublic agencies. Greater balance between 
^ publicly and ' contractually provided services is 
needed at this^ time if* further innovation and 
program effectiveness are to occur. The specific 
.patterns for achieving this balance should be deter- 
mined locally. 

Distinctions are difficult to make among the many' 
combinations of contracts and agreements that are 
possible between a service organization and the 
public agency. *We'^propose four types reflecting 
patterns in Massachusetts and other states. 

1 r Fee-for-Service. 

• The service organization bills the public agen- 
cy w^io, in turr>, may or may not bill the client 
orjthird-party payer. 

2. Fixed fee. 

^ • The service organization bills the public agen- 
cy at a fixed fee per calendar .period 
regardless of volume of services provided to 
clients. 

• The service organization bills the public agen- 
cy at a fixed rate or percent per calendar 
period, based on a variable such as staff 
hours expended, percentage of bed occupan- 
cy, or other indirect service indicators. 

• The public agency pays the service organiza- 
tion a lump-sum, one-time payment for the 
performance of services. , 

3. Dual resource utilization. 

. • The pubJic agency pays 



salaries and/or 



of Amendment. Mo. 46. Sections 2 and 3. 
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operating expenses for work performed by 
service organization personnel at thg service 
organization's site. 

• The public agency's own staff, equipment, 
and/or materials are authorized for work or 
use at th^ service organization's site. 

4 Mutual interest affilLatipns^ ^ ^ 

• The service OJigiwiizatidn and the public agen- 
cy, in consortium, receive operating or capitai 
construction-monies from a common funding 
agency (e.g. National Institute of f\/lental 
Health) based on an agreement to cooperate 
in their mutyal use. 

" . • The service organization and !he public agen- 
cy share salaries and other operating or 
capital expenses to perform work of benefit to 
each or to mutual clients. 

The Department of f\/lental Health must develop a 
simplified and consistent system for contracting 
services if it is to achieve substantial movemenfin 
the direction of ^program flexibility. The 
Department's* increased capability 'should be bui^t 
upon the experience? of other state agencies in the 
contracting process. In particular, the roles and' 
responsibilities of central, regional and area staf^ as 
well as the Area Board mij&t be clarified to avoid 
ipng delays in the negotiating and reimbursement 
phases. , ' » . 

Program Components 

A primary goal of this f\/lanual is to shift community 
mental health programs away from their excessive 
relianoe on hospital care to greater utilization of am- 
bulatory services. Such alternative interventions as 
consultation and education, emergency, and out- 
patient services coma much closer to nrreeting client 
needs at critical points in time, they reduce client^ 
dependency, and they ' are ' more economical. 
Day/evening treatment services, social rehabilita- 
tion.' vocational rehabilitation, and community 
residences .are similarly leSs expensive to operate 
anci more clinically effective for many clients than is 
inpatient care. As programs expand at the local 
level and clinicians arrd citizens become increasijig- 
ly sophlsticated^'about alternatives to hospitalization, 
inpatient care should be viewed as a last resoVt 
rather than as'a treatment of choice.' * 

As a guide to 'those planning and arfminist^ring 
comprehensive area programs. Table 4-1 lists the 
mor'e than 70 clinical, administrative an^l support 
functions' integral. to these prograrns. The^ table 
suggests that some system functions such as infor- 
mation and referral, record storage and retrievaK 
and volunteer training always should be included in 
each of the basic services. «Other functions such aS 
the .dispensing and supervising of medication. 



research, and laundry should be Included In some 
services but not others. Since this Manual focuses 
upon the direct services provided clients, training 
and research are listed simply as two of the com^ 
munity mental health progVam's 72 system func- 
tiops. In major acaderpic and research centers, 
these tvOo functions okj/lously pssume much more 
centrality— perhaps even overshadowing clinical 
ones. ^ H • 

f\/lany of the syst^m' functions could be performed 
by varying combinations of one, two. or more of the 
basic services. Each catchmeri^ area should assign 
th^ system functions according to ^ local cir- 
cumstances, thus producing a program maximally 
relevant to local needs. • ' & 

A corollary goal of this f\/lanua|-|s to emphasize ex-^ 
plicitly that the needs of emotionally troubled per- 
sons require intervenlions from a wide network of 
human services caregivers. The Department of 
^f\/lental Health through Its clinical facilities cannot 
alone provide the full array of human ser^vices need- 
ed by its.clients. Consequently, nrvental health agen- 
cies must esta&lish strong, routlnized working 
relationships wjth other caregivers In the human 
services systern. , These linkages should, through 
contract or other ty^bes of agreement, provide men- 
tal health ag^ncy'dients with the technical skills and 
resources already available in other agencies— they 
need not be duplicated. 

Continued Program Development 

^ The 'past decade's progress in developing com- 
munity mental health programs will not Be sustained' 
unless ever-emerging problerhs are resolved. 
Am6ng the problems, looming most proniinently 
over the next sevferal years are the following: ' ' 

. 1. Community Relations. Local opposition and 
resistance to neighborhood -residences 
somejihnes have been formidable". Educational 
projects, expanded volunteer recruitment carn- 
paigns, public information materials in prihted 
and audio-visual forms; and other such» ac- 
tivities must become .a priority of the com- 
prehensive program. Increased public' un- 
dgr^tanding is a vijal ^ prerequisite for the 
^Department's continued' movement into the 
community. Large numbers of citizens must 
become involved In activities of triis type If there 
js \6'^be any reasonable chance of program 
success. ' 

2. Economic Effect of Hospital Phase Qown. In 

cities a(nd towns whet'e hospitals are located, 
much concern arlseVabout the-adverse effects 
«> 0^ phase. doW'r) upon theJbcal economy^ 



The list of functions was compiled by James Gorman. Director of the Massachusetts Department of Mental Health s*f\/l an power 
Reclassification Project . . ' , , * - 
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However, studies If) California' have dem- 
onstrated that the local economy does not suffer 
and may even gain. Careful planning Is overdue on 
alternative uses for no longer needed Institutional 
, land and physical plants, Including full or partial 
razing of outdated buildings. 

3. Staff Redeployment Absolute growth in the- 
Departnnent's budget as well as in those of other 

'human services agencies will be limited during 
the foreseeatple future in view of the dim 
economic climate in Massachusetts as well as in 
, the nation as a whole. This fiscal reality makes it 
imperative that the Executive and Legislative 

• Branches of Massachusetts Government es- 
tablish efficient and flexible procedures for 
alternative deployment of present Civil Service 
employees. Professional disciplines, unions, 
and other groups have aggregated a degree of 
Influence over 'policy-making over the years. 
Such groups will have to be briefed thoroughly 
in the policy changes occurring over the next 
few years, with a particular view to the potential 
Impact on paid positior>s and employee utiliza- 
tion. Redeployment often will require retraining, 
and the Department of Mental Health should 
make a substantial comrhitment to this effort. 

4. Department of Mental Health Administrative 
Structure. Significant steps are being taken to 
decentralize certain functions such as program 
administration froni the Central to the regional 
offices, A fundamental premise of this Manual is 
that decentralization must continue to the area 
level as well ^o that program director^ will have 
administrative powers commensurate with the 
responsibili,tles assigned them. On the other 

■* .hand, area p,rogram administration is facilitated 
by standards, accountabiHty mechanisms, and 
quality control procedures established by the 
Central Office. 

5. Catchment Area Size. Federal authorities in 
1965 required that a catchment area have no 
less than 75,00aana no more than 200,000 peo- 
ple 1o most effectively provide and support the 
essential commanity services. While tNg range 

' was accepted for hearly ten -yeart as the feasi- 
ble size of a- population base,*som^e prograjns 

, now have begun to design services for a pop- 
• ulation base of onJy 10-15^^000 people. In fact, 
this subarea orneighborhood approach I's in- 

* tegr^l to some o/ the-mojjels descYibed In Sec- 
tion II of thls^lW^nual. On the other haqd, certain 
services designed for relatively small client 
groups could J3.e offered only through geo- 
grgphic cionstellalions Jarg^r "tfpain single 
areas. A region should" be the operatfbnal unit 



when practical; when this Is not practical, a 
combination of areas should serve as the 
geographic base. 

6. Transportation. The accessibility of services 
depends on public transportation where private 
automobiles are not available. Since a public 
transit network currently does not operate Jn 
many suburban and rural areas, many Depart- 
ment of Mental Health services are out of reach 
r to pjQople who cannot make private ar- 
rangements. Limited Income people are par- 
ticularly affected. The Department of Mental 
tH^alth should initiate planning for a human ser- 
vices transportation system In cooppratlon-wlth 
' th^ Executive Office of Human Serviqjps and 
other state agencies. The fqcus should be on 
facilitating transportation/ for people needing 
several human services at different times and 
places. This is not ^n easy problem to solve but 
the need is common to many agencies. In fact, 
some federal funds are available now for such 
purposes,. 

Clients and Their Families ^ 

. Consumer participation has had a major impact 
upon the human services durinq the past- decade. 
Not only are citizens involved In policy making roles 
.through Area Boards and similar bodies, the 
lawyers of clients now have access to heretofore 
confidential records and they are more know- 
ledgeable about diagnostic and treatment pro- 
cesses. Furthermore, the rights of clients acle in- 
creasln'gly being determined in the Judicial and 
Legislative - Branches o( Government rather than 
within the Executive or Administrative Branches as 
had been true previously. For example, the Mental 
Health Legal Advisors Committee, established by 
Massachusetts General Laws 'Chapter 221. was ap- 
pointed In 1974 by the Massachusetts Supreme 
Judicial Court to provide legal assistance to the in- 
digent mentally 1li. It is entirely consistent with the 
spirit 6f this law and similar legislation now being 
enacted throughout the country that clients of the 
mental heajth system be explicitly informed of their 

.civil rights find treatment pirerogatlves.^ Mentally ili 
persons ,are hlghlyvulnerafile to the whims and dic- 
tates „of caregivers and safeguards must be es- 
tablished .to insure that even well-intentioned but 
desjFuctive actions are not dlrecjted against them. 

the rights of clients served by the Department of 
lyiental-Health can be guaranteed onfy^-by systematic 
efforts on the' part of many persons^ln the agency. 
• The ''civil Tights officer" approach thus far has been 
of limited effectiveness but possibly can l5e made to 
work with\the de^ployment of more resources. Civil 
rights officers (or client advocates) should be ad- 



' Stanford Research institute. Process and impacts of the closing of DfeWitt State HospitaV June. 1973 

,r * • ^ 

* ' Your Rights A$ A Mental P^'tient In Massachusetts. A Handhooff for Patients by txpatients. Legal Project/Mental Patient Liberation " 
Front. 1974., , *° . 



84. 



7d " 



« 5 B 



X X X X 



XXX 



X X 



CO 

V. 

O) 

o 



(0 

o 

I 

"co 



sin X 



xxxx xxxxx 



X xxxx 

X X X 



XX X 



xxxx 



XXX 



u 

- I 

C w 



2 eg X X 

c o g 

0 «i# in < 
O lU 

XX XXX xxxxx X x;xxxx 

O g . ■: 



x^xixi 



i I 



:X;X| ■ "'X.XlXj 



x'xlxi |x! . X 



jX X X X X 



f 1 



iX X 



ixl ix; 



c S 



Eg 



XX X x.x X X xxxxx 



X X 



E 
o 

o 

o 

(0 

c 
o 

o 

LL 

E 

(0 

CO 
0 



I 

0 



2^^ 

•fio xxxxxx 



xxxx xxxxxx X 



XX 



,x 



/ xx xxx xxxxx^x' xx xx . x x x x x xxxxxx 

* ON ' I 



I c 
c o 

5 ^ 

< J5 



X X 



X X 



XX X 



m 
c 
o 



^ i2 

c c 

(O CO 

CO > c 



c 

'55 

CO 
Q) 

o 
o 



CO 

!*co 
o 



, c 

.2' 

o 



CO .2 ^ *^ 

^ r\ frt > fA 



to 

O <D 



3 

LL 



_ . E 

CO o> c 
0) 



y- CO -t^ -ti 



CO 

0) « 
O CO 



(0 CCO IS 



O CO 



CO $ CO 
CO 



OJiQ. m 

(O CO Q) 
0) CO 
HQS 



CO 

>! 

ll 

tc 

; 

CD 

CO 

. w 

o 

CO 
"D 

o 

CD 



c. 
o 

to 
o 

21 CD 

CD 52 

: CO 

CO <J 
E CD ^ 



CD. 



c 

gi 

CO 5=i 



CO 
CD 



CD 2 a 



C "Ci -J' 

2f §' 



c 

•E 

CD 
O 
CO 



ti! LU o o 



ago 

CD 2 XJ 



CO"! CD CD 

.21 81-2 

OC -D ll. 



CO 

o 
'co 
>. 

JZ 



c 



T- CNJ CO lO CO 



. . . . . y . . . i' . . 
CO cj) o T-^cNj CO in coiK 00 o> o 



CNJ 




"c; CO 

CO IEl*:! CO 

g Cl| <D^X!i2 

iij o CO o':s 

cvi-co Tf* iri CO 

OJ CNJ CNJ CNi C\i 



K|00 
CNJiCXi 



72 



. ERLC 



4M 



85 



f 

ill 

>»% J! 



I 



O 3 



o 
(0 



o 

o 
*5 

ID 



c 
o 
O 



So 
c 

> 

c 

c 

XI 
UJ 



OS 



UJ Ol 



•g o 



fS c 

£1 O 

O N 



XX X X 



XX X X 



X xxxxx /xx X 



X X 



X X 



XXX 



XXX 



X X 



XX; 



X x: 



X X 



XX 



X x: 



X X 



X X 



XX' ; 



ix;x; 



iXlXf 



XXX IX 




i X 



i 1 
IXfX 

1 I 

• 1 


''r 


X ; ! 

1 


X 


X 






i ! 

► 


. :.: i 










> i 


.1 ! i .: 









X X 



'X 'X; 



X X X IX X 



o 



< s 



C 

o 

o 
c 

3 
IL 

E 
m 

(0 



XXXXXX xxxxx XXX^xjxtXXxixjxl xxxxx XiXlXjX 



<0 
0) 

o 

t 

0) 
CO 

§1 



CO 
3 



c 

0) _ 

(0 ra 
c i: 0) 

CL Q. GC 



III 

(D P £ 
O 



0) 
QC 



5} 

CO to o o 

O CO g o 

O c ^ "J 



§ ^ 5 -D 

3 C 0) *ir 

CO 0). > Q 

> := (D O 

Wt O Q O 



c 
o 

CO 

^■^ 

O <1> 

I CO <; 

n CL \ 

CO Oj 
= O' 
O k- i 



c 
E 

I CO 

! O 
■T3f 

CO ' ! 

iZ O 

CO 

£•50 

< c5 

•i -2 < 

c ■ fc- 

O "O 3 

W O 

CO . (D 



O) 

c 
c 
c 

CO 



c 

1.2 

CO 

1 

(D 



11 

'to? 

CO 

< 



' (D 



g.E to 

E iZ o 

(Di ..,E ;i= 

(D 



iC : 
(D; 

.^co 



i = rco 



CO jc 



(0 



CO 



c 

o 

CO 



I 



c c 



O .E .b O 

c 

_ ^ O) 

CL := >^ C Q. c w 

^ . CO O (D 3 0) 

CO CO Q-iCL HiCQ Q. O GCiLLlQ 



0> C3) -^ 

:.E I C . C 



c 

(D 

E 
a 

"5' 

c ■ 

CO 
CO 
(D 



= 0) -I !C0 IS 

0 

CO 



2 (D ; c ) O 
0)i CO 
CO — CO 



co* r^ 00 o> o T- cvj CO 

CO CO CO CO 



4rr If) CO 
rj: 



rs. CO 



C7> O V- 

in m 



ICM jCO ''t liri 

\m iin m m 



CO 00 
10 in tin 



.E CO 

f-iCL 



2 

CO 

o'co 
> O 



^5 



o 



CO 



CO 



O T- CVJ ;C0 
CO CO CO CO 



rf in 

CO CO 



00 

1-0) 

CD CO 



CO JN. 
CO CO 



* 4 



(D 

o 

E 

o 



£ 2 



0) i£ 



2 £ 



I cil- o ■5■■ 
« |0> jp U tvi j 
,(0 to r« t>- i 



ERIC 



86 



-73 



minlstratlvely Independent of the clinical unit to 
which they are assigned to avoid conflict of Interest 
situations. Specialized paralegal training should be 
provided all staff assigned to protect clients; rights, 
and an outside group or organization, e.g. the Men- 
tal Health Legal Advisors Committee, should 
monitor such activities on behalf of clients. 

The participation of clients and their families In 
treatment planning, activities, and decislon-mal<lng 
Is not only a matter of right, It Is good treatment 
practice. Clients must assume active responsibility 
for their own llveSr Along with the right to participate 
in treatment decisions, clients also 3houid be ap- 
prised of the fact tfiat tlieir legal counsel has access 
to personal clinical records. They also should 
recognize, however, that information necessarily Is 
shared among the several clinical services com- 
prising thfe area program so as to enhance continui- 
ty of care. 

Staffing Patterns 

Expansion of the full range of community mental 
health services detailed In Section II has profound ' 
implications for the present pattern of resouYfie 
deployment. As was evident In Table 1-2 and in the 
following Table 4-2, the vast majority of public men- 
tal heaitlT funds currently are expended for adult 24- 
hour care. In a typical area mental health budget, 67 
percent of the funds in Fiscal Year 1974 were 
allocated for the staffing of adult Inpatient services. 

Due to present fiscal stringencies, some of these 
resources must be shifted to ambulatory care, 
emergency servlqes. community residences, etc. If 
clinical, alternatives are to flourish. Unfortunately, 
however, the 'Department has been severely 
hampered in Its efforts to efflci^ntly deploy staff and 
other allocated resources by the superabundant 
layers of checks and balances In the state system.. 
Certain common personnel transactldns InvolNi'e the 
following, state agencies; Administration" and 
Finance, Personnel and Standardization, Treas- 
urer's Office, and Civil Service Commission. There 
arialso instances where legislative committees par- 
ticipate In adrpinlstratlve matters. Continuation of a 
system which significantly hampers the decision- 
making process merely will delay the changes which 
so many agree m.ust-be.made. ' 

Personnel reallocations Inevitably create doubt and 
aajipty about job security. The shifting of present 
Dj^irsonnei, therefore, must 'proceed In a carefully 
elineated manner. The Department of . Mental 
Health's effort to reclassify positions In relation to 
functional job descriptions Is a meaningfoi building 
block in this process. Personnel transferred to 
different functions and responsibilities should be 
enrolled in training programs teaching the basl^ 
skills needed to perform new jobs.' Speclallzea 
.training packages are developed and presented 
'most effectively by Central Office staff, but all com- 

74 ' • ' . C 



munlty program^ administrators mrust assunnle 
responsibility tor th^ ongoing training needS of area 
staff. Area Directors should define a minimum to 
maximum^ number of weekly in-service tralrring 
hours to Insure necessary 'skill development; Area 
Boards should Support the use of staff time foV train- 
ing purposes. 

The Department of Mefmai Health has expllcilly 
acknowledged' responslblimes to current ennployees 
as it phases down large institutions. Labor unions 
must similarly acknowledge that shifting program 
emphases Inevitably will lead to new job functions 
for affected employees. The transition will be 
^facilitated If functional skills are emphasized In 
reassigning staff; academic credentials and 
professional affiliations should receive less 
emphasis In assessing staff ability to perform new 
functions. , 

The realigning of functional job descriptions in 
kieeping with present operating practices coulql par- 
ticularly affect psychiatrists for whom present 
statutes and regulations reserve a number of func- 
tions. For example, all medicalriegal determinations 
now are assigned by statute to qualified physicians 
who are in relatively short supply in the .public sec- 
tor. Out of necessity, many such decisions. presently 
are being made by other mental health pro- 
fessionals. Kfiowiedgeabie observers, therefore, are 
questioning whether this statute should be altered 
so as to reflect pr-esent practices. Many otner com- 
munity mental health clinical 3nd administrative 
functions' require expertise that can be gained 
through training and on the job experience by a 
variety of human services disciplines. The operating 
principle, then, should be that leadership positions 
are to be filled only by persons with demonstrated 
skills relevant to the requisite job functions. Neither 
physicians nor other professional groups should be 
assigned readership by virtue of credentials per se. 
Unfortunately, the antiquated "medical leadership 
model" still Is used by many third-party payers for 
^ standard setting; and, thus, it has negative fiscal im- 
plications in addition to adverse morale ones. 

•.Although community mental health programs have 
pr(3viaed si§TJtflcantly expanded job opportunities 
for jwhite male professionals, women and minority 
^ group members have benefited less.' They continue 
^ to be* viJijrderreprpsented in various geographic 
locations^nd in various leadership positions. Equal 
opportunity and affirmative action programs must 
be pucsued aggressively to reqtify this situation 
where It exists. The applicable principle is that staff- 
ing patterns in a given setting should reflect the 
composition of the population being served. Thus, 
women should fill one .half of the staff positions 
when possible, and minority group profjessionals 
should be assigned key responsibilities in corii- 
munitie? with a sizable minority group population. ^ 

Two other groups possessing relevant skills but un- 
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derrepresented In present staffing patterns are 
former psychiatric patients and volunteers. By^uslng 
those former patients who display empathy and sen- 
sitivity as training staff, civir rights officers, 
emergency-team members, rehabilitation coun- 
sellors, etc, Qonstructive applications can be made 
of the skills and experiences gained by these per- 
sons. Legal., ethical, and ther-apjeutic concerns 
associated with the employment of former patlent;s 
need to be carefully worked through: blanket 
policies forbidding the hiring of former patients' 
should be eliminated. Obviouslyf meaningful train- 
ing opportunities should be provided for such new 
employees as are provided other persons assqmihg 
new job res0onslbillties. ^ 

Volunteers have long been part of the mental health 
scene and yet their skills generally are utilized in a 
less than optimal manner." In recent years, some 
programs have begun using volunteers for > treat- 
ment as well as supportive roles. Volunteers not 
only, supplement staff but they also provide com- 
munication links with thfe larger community. tMus 
helping to promote greater understanding of mental 
hjealth programs. However, volunteers should not be 
jassigned duties currently performed by paid 
eitiployees or in any way ijtilized to undercut staff 
job security. In a period of recession, particular care 
must be taken to insure that volunteers are not 
viewed by organized labor as a threat to existing 
p^id positions. 

Facilities 

•The community mental health services described in 
Section II should be provided through accessible, 
decentralized facilities convenient to the populations 
seeking help. Thus. most< spaace requirements 
should be planned on a f^ smaller scal^ than had 
been the pattern duririg the 1960s. The construction 
of large, 'publicly owned facilities is antithetical to 
current program philosophy In that it centralizes 
rather than decentralizes "service delivery while 
generating disproportionately high maintenance 
costs. Furthermore,* integrating mental health care 
within the larger human services system implies the 
sharing of facilities with other agencies when at all 
feasiWe. Inpatient care, for example, preferably 
shoi/Jd be provided through a fcommunity's general 
hoalpital rather than cionstructing a Iree-standing 
publicly operated 'inpatient center. Facilities of the 
latter type should b'fe u$ed for general human serv- 
ices purposes. 

The growing use of alternatives to inpatient care, 
particularly community residences . for those 
needing short or 'logg-terni shelter, has already 
significantly diminished the need, for state hospital 
•facilities. Buildings that ar^ in goofi ^physical condi- 



tion could be used for appropriate rhental health 
purposes or made available for other human serv- 
ices. However, buildings unfit for use should be razed 
to avoid continuing maintenance costs and to in- 
sure against their being used inappropriately at a 
future time, Irl many instances, it has been far more 
cg^r<p renovate deteriorating facilities than to con- 
struct new ones, ' . 

Costs 

Determfning the costs of a comprehensive mental 
health program' incorporating the eight basic serv- 
ices described in Section II is vital for budget pro- 
jections at the area and state levels. Since few, if 
any. such comprehensive programs yet exist In 
Massachusetts or elsewhere, fiscal dlata must be 
gathered carefully as these services develop. In the 
absence of such data, tentative projections can be 
made on the basis of information available from 
Department of Mental Health Fiscal Year 1974 
allocations. It is clear from Table 4-2 that area 
budgets already average approximately $2 million, 
and that costs will grow with progracn expansion 
and inflationary tendencies. Thus, the delivery of 
services throthgh community-based, decentralized 
facilities should\(jt be viewed as generating fiscal 
savings. Rather, subfa a delivery system is designed 
to increase efficiencyVnd effectiveness by providing 
timely care which reduces subsequent client 
dependency and debihlatlon. 

Income Sources / 

The funds necessary to support a comprehensive 
community mental health program may be obtained 
from any combination of sources including the 
following principal ones: Federal government (staff,- 
ing grants); state government; local government; 
and reimbursements (patient fees, Medicare, 
Medicaid, insurance, etc). The Massachusetts 
Department of Mental Health in 1974 initiated efforts 
to clarify for 4he first time the multiple income 
sources supporting the state's mental health 
programs. Data assembled frotn program ad- 
* ministrators throughout the state are presented 
selectively in Table 4-3 to illustrate the range of per 
capita income generated in Fiscal Year 1975, from 
public and other sources. The data from areas with 
the highest, average, and lowest per capita income 
highlight substantial funding differences. Depart- 
ment of Mental Health per capita support ranges 
from a low of $5,37' in Eastern Middlesex to a high of 
$19,82 in the Boston University area. This disparity 
must be interpreted, however^ in relation to an 
area's mental illness rates, special population 
needs, socio-economic'character and legislative ac- 
tions unrelated to needs and resources. 



' National Institute of Mental Health Cost-finding and rate-setting for community mental health centers. Department of Health. Education. 
' and Welfare Publication No. (HSM) 73-9069, U.S. Government Printing Office. Washington, D C. 
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Table 4-2. Estilmated Mean Area Mental Health Budget Fiscal Year 1974^: 
Department of Mental Health Allocations 



Target Group/Service'-^ 

Adults 
Inpatient^ 
Outpatient 

Partial Hospitalization 
Community Residences 
Emergency Crisis Care 
' Consultation & Education 
Other* s 



Subtotal 



Children 
Legal Medicine 



Amount 



1.245.000 
176,000 
41.000 
10.000 
21.000 
47.000 
111.000 



$ 1.651.000 
173,000 
32.000 

$ 1.856,000 



Percent 



67.1 
9.5 
2.2 
.5 

>1.1 
2.5 
6.0 



89.0 
9.0 
2.0 

100.0 



A further perspective on Income sources Is provided 
in the National Institute- of Mental Health 1972 Com- 
munity Mental Health Center Profile Package.* The 
National Institute of Mental Health analysis of In- 
come sources utilized by the 10 community mental 
health centers then existing In Massachusetts made 
it clear that state government funds represent a dis- 
proportionately high revenue sourca here; mental/ 
health centers In other states derive prpportionatply 
more of their income from federal staffing gramts 
and local government. Furthermmore, reimburse 
ments from patient fees and third-party paymen; 
are low not only in Massachusetts but in other states 
as well. Nationally, Income from third-party In- 
surance averages 7.6 percent; ^but In Massa- 
chusetts It Is only 2.3 percent. Income from 
Medicaid nationally averages 5.8 percent yet in 
Massachusetts it Is 1.4 percent. Nationally, ihcome 
from patient fees Is four percent while in Massa- 
chusetts it Is 0.6 percent.^ Furt^iermore. in Massa- 
chusetts virtually no Income is derived yet from 
federal General Revenue Sharing Funds for any 
human services including mental health. 

A variety of steps have been taken in this state to 
diversify funding so that state government need not 




assume *such a heavy share of mental health 
program funding. A number of catchment areas 
have applied for and received federal staffing grahts 
for gdult and/or chHdren's services although we are 
still below the national average 4n this regard. (Since 
this support Is time limited. Its temporary nature 
must be considered.) Efforts at ' generating ad- 
ditlonal»thlrd-party reimbursements ajso have been 
ngnlflcant and now are stre*gsed by the National^ 
Instltuteof Mental Health. . -j/ 



The following Is a partial llstlng^of major thl/cl-party 
fundlng^sources:" 

1-. Medicare (Title XVIII of the Social Security Act 
for tho$e over age 65). Hospital Insurance 
provides partial coverage for Inpatient care In a 
general hospital, psychiatric hospltaj. or an ex- 
tended care facility up to an annual nominal 
limit. Mental Illness Is discriminated againstv^*-^ 
compared to other diagnoses. Supplementary 
medical Insurarrce covers physicians* services 
for Inpatient care. 

2. Medicaid (Title XIX of the Social Security Act for 
children and those over 65 whose Medicare 
jDeheflts have been terminated). Ambulatory 



' BasQd upon data assembled by Mark McGrath, Special Executive Assistant to the Commissioner, Massachusetts Department of Mental 
Health. 

* Does not include retardation services. 

^ Administrative costs are distributed on a prorated basis among the services. 

^ Includes positions at state hospital unit serving area. 

* Unfilled positions. 

• Survey of State and Regional Data, Federally Funded Community Mental Health Centers of 1972. Survey and Reports Branch; Division of 
Biometry; National Institute of Mental Health. June 1974. 

^ Report of the Special Senate Committee on Mental Hospital Accreditation, Commonwealth^ of Massachusetts, January, 1975. P. 10. 

• National Institute of Mental Health. Multiple source funding and management of community mental health facilities. Department of 
Health. Education, and Welfare Publication No. (HSM) 73-9055. 
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Table 4-3. Fiscal Year 1975 Appropriations for Mental Health: Selected 
Services and Per Capita Fiscal- Analyses for Nine Areas^ 



Catchment Area 



DMH 
State Hospitals 
(01-02)' 
(ln$ OOO's) 



1. Bay Cove (Tufts) 

2. Boston University 

3. Cambridge-Somerville 

19. Newton-Wellesley-Wqston 

20. Blackstone Valley 

21. Franklin-Hampshire 

37. Tri-City 

38. Danvers-Salem 

39. Eastern Middlesex 



$ 



504 
737 
2,083 

822 
891 
1.115 




DMH 
Community 
Services' 
(ln$ OOO'S) 

$ 790 
389 
459 

332° 

243 

215 

212 
264 
144 



DMH 
Per Capita* 



5. 



services to Medicafid clients aim reimbursable 
when provided by' approved staff In^ certified 
mental health clinics. Inpatient services to 
Medicaid clients also are reimbursable. 
Coverage is similar to any health diagnosis. 

CHAMPUS (Civilian Health and Mpdical Pro- 
gram of .the Uniformed Services). A broad In- 
surance program iS4)rovided active and retired 
members of the uniformed services and their 
dependents, including outpatient care. 

Federal Employee Health Benefit Program. 

Mental health benefits, including outpatient 
care, afe provided federal employees as part of 
this substantial insurance coverage. 

Private and Commercial Insurers, A number of 
private insurance plans for many years have in- 
cluded optional mental health benefits. (About 
two-thirds of hospital insurance coverage in- 
cludes some coverage for mental illness.) Effec- 
tive January 1, 1976 all private and commercial 
insurance carriers will be required by Massa- 
chusetts legislative , statute to provide psy- 
chiatric benefits to medical and surgical in- 



$ 



17.90 
19.82 
17.52 

9.27 
15.76 
10.51 

9.71 
9.06 
5.37 



Other' 
(In $ OOO's) 

$ 1.811 
1.761 
2.310 

947, 

86 
792 

147 
97 
369 



Total' 
(ln$ OOO's) 

$ 3.368 
4,060 
5,621 

2,152 
2.121 
2,211 

^ 

1J30 
1,366 
976 



Total 
Per Capita' 



$ 



38,71 
35,00 
29.74 

16,55" 

16,44 

16,38 

10,61 
9,76 

8..IB4 



surance policy-holders. Benefits will include up 
to $5t)0 annually in outpatient care. Similar re- 
quirements for alcoholism also will go into effect 
on the same date. Since Blue Cross/Blue Shield 
is the major insurer of Massachusetts residents, 
this change could significantly increase third- 
party revenues. 

Title XX of the Social Security Act. This Act 
provides for grants to states for services. 
Recipients of income maintenance payments 
provided under both Title IV-A (Aid to Families 
with Dependent Children) and "fitle XVI (Sup- 
plementary Security Income fdr aged, blind, 
, and disabled individuals) as well, as persons 
who meet an rrtcome te^t are now eligible for a 
wide range of social services. Program 
categories include counseling and protective 
services to help improve independent func- 
tioning and enrich social relationships, home- 
maker services to prevent famify disruption, 
services to the mentally retarded and their 
families making them capable of self-support 
and independent living, rehabilitative services, 
etc. In certain instances services can be pro- 



' Data excerpted from Massachusetts Department of Mental Health Memorandum prepared by William Goldman, M.D. and Mark 
McGrath. March 18, 1975, "Per Capita Fiscal Analysis of Actual Area and Regional Expenditures for Fiscal Year 1974 and Appropriations 
for Fiscal Year 1975 for mental health services." 

■»^, 

' Department of Mental Health. Money from state hospital {dl-02): Department of Mental Heaftfi money from state hospital, combined 
salaries of permanent and temporary positions. 

^ Department of Mental Health. Money from 5 x 21: Department. of Mental Health money appropriated for community services. 

* Department of Mental Health Per capita. Includes not orilylunds for state hospltaJs and community services but also Drug Rehabilitation 
contracts. 314(D) awards, and Central Office training grafts. 

' Other: Includes all federal money awarded to mental health facilities or programs in an area; all town or city money as well as private 
contributions, fees, community partnership matches, etc.; and, all other state money or money collected by state agencies to Depart- 
ment of Mental Health In an area, i.e. Department of Public Welfare, Department of Public Health, LEAA, Office For Children., etc. 

IK / ... 

♦ Total money: All department of Mental Health, federal, other state, local, and private rtioney. 

' Total money per capita: Per capita by area of all Department of Mental Health federal, other state, local and private money. 
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vided the extended family when the services are 
iritegrat;to the treatment plan and directly assist 
thepatfent. 

7. Other Revenue Sources. Additional revenue 
sources used by agencies Include patient fees, 
Income from Investments, contributions, sup- 
port from United Ways and foundations, 
membership dues, rental fees, fees for services 
and research and ti^alnlng grants. The t/oad 
range of alternative funding sources Is avaf able 
more readily to voluntary nonprofit than public 
or proflt->mat<lng organizations. 

Even when available, the growing volume of non- 
public ''reimbursement" dollars Is not fully utillzable 
by public mental health programs. Current ad- 
ministrative practice requires that such monies be 
returned to the state's General Fund rather than be- 
ing retained by the Department of Mental Health; 
repeated efforts to modify this policy have been un- 
successful. Although the Department's dogumenta- 
tion 'of dollars reimbursed to the state for inpatient 
services has ^ permitted some expansion of such 
programs, documentation Is still weak-^gardlng 
reimbursements received for ambulatory *and 
day/evening treatment services.. 

Another issue associated with the collection of third- 
party reimbursement is Jhe frequent requirement by 
insurance carriers that prescribed staffing stan- 



dards and clinical practices be maintained even 
though program directors may deem them inap- 
propriate. For example, there Is much controversy 
as to whether referral and regular supervision' by a 
physician Is always clinically necessary, or whether 
It sImplyHBonstltutes professional "featherbedding." . 
There Is Increasing agreement that physicians need 
.not supervise all casesito require It unnecessarily 
Inflates treatment costs. Programs anticipating 
significant funding through third-party reimburse- 
ments should, nevertheless, be familiar with criteria 
established by the Joint Commission on Hospital 
Accreditation, They now caver alcoholism and retar- 
dation programs and Intermediate care facHlties as 
well. ' 

Finally, It should be recognized that In the near 
future the most likely source of funding for non- 
traditional, nonhealth community residences and 
other transitional services are state appropriations 
to the Department of Mental Health. In general, 
however, since total public funding |s likely to grow 
at a minimal rate through the remainder of this 
decade, it Is imperative that existing funds be 
redeployed for these purposes to the maximal 
degree possible. Almost the only mental health 
funding source relevant for this use is the category 
of aHult inpatient allocatiqns, and such' redeploy- 
ment already is being suggested by the Department 
In its budget for Fiscal Year 1976. 
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Appendix, Tkak Force on Communilty Mental JHealth 
Program Comp6n§Tits v. ^ ^ 



Co-Chalrmen: Gerald L, Klermai^M.D. Erich Lindemann Mental Health Center 

Herbert C. Sctajjlbe^rg.^^^^ United Community Planning Corporation 



Jerry Cowan, M.O. 
W. Robert burtls. M.S. 
Diane Daugaweet 
Katherlne Dyer, A.C.S.W. 
Gilbert Foss 

Lois Geremonte, R.N., M.S. 
James Gorman, M.S.W. 
Barbara Hoffman, Ph.D. 

Lee Macht, M.D. 
Mary Morrow 

James M. PIsclotta, A.C.S.W. 
Stanley Rosenzweig, Ph.D. 
Eleanor Seaton, B.A. 
Richard Strdtton, M.S.W. 
Alice Stueks, R.N., M.S. 
Donald Taylor, M.S.S.S. 

Barbara Wallen 
June Wolff, R.N. 



Liberty Street Associates 

Taunton Area Mental Health and Retardation Program 
Mental Patients Liberation Front 
Massachusetts Department of Mental Health 
Mental Patients Liberation Front 
Massachusetts Department of Mental Health 
Massachusetts Department of Mental Health 
Blackstone Valley Area Mental Health and 

Retardation Program 
Massachusetts Department of Mental Health 
Mental Patients Liberation Front 
United Community Planning Corporation 
Veterans Administration Outpatient Clinic, Boston 
Erich Lindemann Mental Health Center 
Worcester State Hospital 
Massachusetts Department of Mental Health 
Boston University Area Mental Health and 

Retardation Program 
Mental Patients Liberation Front 
Tufts Community Mental Health Program " 



Committee on Ambulatory Care 

Convener: Lois Geremonte, R.N., M.S. Massachusetts Depart/nent of Mental Health 



Marion W. Cramptonf, O.T.R. 
Frederick Hinman, M.D. 
Lee Macht, M.D. 
James M. Pisciotta, A.C.S.W. 
June Wolff, R.N. 

Committee on Area Program 

Convener: Eleanor Seaton, B.A. 

David Allen. M.D. 
Theodore I. Anderson, M.D. 
Jerry Cowan, M.D. 
Jay Fenton, B.S.^ 
James Gorman, M.S.W. 
Barbara Hoffman. Ph.D. 



^1 



James M. Pisciotta. A.C.S.W, 
Donald Tav^lor, M.S.S.S.' 



Massachusetts Department of Mental Health 
Taunton Area Mental Health and Retardation Program 
Massachusetts Department of Mental Health 
United Community Planning Corporation- 
Tufts Community Mental Health Prer^am 

Administration 

Erich Lindemann Mental Health Center 

Massachusetts Department of Mental Health 
.Masssachusetts Depai^tment of Mental Health 
Liberty Street Associates 
Greater Lynn Community Mental Health Center ■ 
Massachusetts Department of Mental Health 
Blackstone Valley Area Mental HeaKh and 

Retardation Program 
United Community Planning Corporation 
Boston .University Area Mental Health and 

Retardation Program 



Committee oh Community Residences, Social Rehabilitation, ^nd 
Vocational Rehabilitation 



Convener: Richard D. Budson. M.D. 

Emily M. Barclay, M.P.H. 
Tema G. Carter, Ph.D. 
cSterling I. Qolten. Ed.D. 



ERIC 



McLean Hospital 

IVIassachusetts Department of Mental Health 
Northeastern University 
Taunton State Hospital 
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Jerry Cowan, M.D. 
Margaret J. Dwinell, M.S.S.S. 
Beverly H. Paoli, M.A. 
Gary D. Joslow, M.Ed. 
Mandy Martin, B.A. 
Dennis McCrory, M.D. 
Eugene Nigro, A.C.S.W. 
Jessie Sargent 
Robert Schueler, B.A. 



Liberty Street Associates 

Center Ciub . . 

Rirtiand Corner House 

Erich LIndemann Mentai Health Center 

Massachusetts Rehabilitation Commission 

Massachusetts Rehabilitation Commission 

Massachusetts Department of Mental Health 

Dover, Massachusetts 

Erich LIndemann Mental Health Center 



Committee on Consultation and Education , 

Convener: Herbert C. Schulberg, Ph.D. United Comnfunity Planning Corporation - 



Raquel E. Cohen, M.D. 
Sandra Rasmussen, Ph.D. 



Harvard Medical School 

Massachusetts Department of Mental Health 



Committee on Day/Evening Treatment 

Convener: Austin Lawrence, A.C.S.W. Masschusetts Department of Mental Health 



Leiand Bradbard, Ph.D. 
Stanley Rosenzweig, Ph.D. 
Richard sWton, M.S.W. 
Alice Stuel<>SB.N., M.S. 
Patricia Warsa^vR-Nv . 



Veterans Administration Outpatient Clinic, Boston 
Veterans Administration Outpatient Clinic,.Bostoa 
Worcester State Hospital 
Massachusetts Department of Mental Health' 
Erich LIndemann Mental Health Center 



Committee on Emergency Services 

Convener: Katherine Dyer, A.C.S.W. Massachusetts Department of Mental Health 



William Ackerly, M.D. 
John Collins, M.Ed. 
Diane Daugaweet 
Monica Dicl<ens 
Jackson Dillon, M.D. 
Gilbert Foss 
Ann Fried, M.S.W, ' 
Lois Gehrman, M.A. 
Joan Glasser 

Michael Gregory, M.R.P. \ 
Jon Gudeman, M.D. 
Keri Holland, M.A. 
Susan Holland, R.N. 
Frances Lenehan, R.N., B.S. 
Phillip Lenz, B.A. 
Davidlescohier, M.S.W., M.P.H. 
David Rioux,.M.Ed. 
Gershen Rosenblum, Ph.D. 

Peter Ryder, M.D. - 



Somerville Mental Health Center 
Massachusetts Department of Mental Health 
Mental Patients Liberation Front 
The Samaritans 

Greater Lynn Community Mental Health Center 
Mental Patients Liberation Front 
Family Service Association of Greater Boston 
Boston Children's Service Association 
Mental Patients Liberation Front 
Health Planning Council for Greater Boston 
Massachusetts Mental Health Center 
Westfield Area Mental Health Program 
Westfield Area Mental Health Program 
Massachusetts Department of Mental Health 
Massachusetts General Hospital 
Massachusetts Department of Public Welfare 
Health Planning Council of Greater Bqston 
Massachusetts Department of Mental Health, 
Region V 

Massachusetts Mentar Health Center 



Committee on Inpatient C^ 

Conveners: W, Robert Curtis, M.S. Tai 
Diane Daugaweet 1^ 



ton Area Mental Health and Retardation Prbgram 
fal Patients ^beration Front 



Patricia Andrade, R.N. 
Barbara Cole, M.Ed. 
Clifton Emery, Ed.D. 
Anita Fine, R.N. 
Flora Gaudes, R.N. 
James Gorman, M.S.W. 



Corrigan Mental Health Center 
Executive Office of H u m an Services 
Taunton State Hospital 
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